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An administrator found out the hard way 
that he had a narcotics addict on his staff. 
See page 29. : 
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When the customary surgical techniques for capillary 
hemostasis fail. prompt cessation of oozing may usually 
be obtained with ON YCEL (oxidized cellulose. Parke-Davis).4 
This absorbable hemostatic conforms readily to all 
wound areas...assures a clear operating field... helps 


to shorten operative procedures. 


fvatlable in forms for every need: OXYCEL (oxidized cellulose. 


Parke-Davis). Pledgets (Cotton-type). 244 in.x 1 in. x 1 in.: Pads (Gauze- 
b-ply).°3 in. x 3 in. and 4 in. x 12 in.: Strips (Gauze-type) (4-ply). 


Din, X lp in. 18 in, x 2 in. 36 in. x 12 in.. and 3 yd. x 2 in.: Foley cones 


b-ply). 5 in. and 7 in. diameters. Sterile as supplied. 


ty pe 


(Gauze-ty pe) 
Indications: As an adjunct to effect hemostasis in bleeding associated with 
capillary oozing. Use: Strips —temporary packing of bleeding cavities, nasal 
passages. and tooth sockets: pads—temporary packing Of surgical beds as 
after biopsies and to cover more or less extensive areas as in laparotomies: 
pledgets—in neurosurgery and in dental work for small localized bleeding 
areas: Foley cones--in prostatectomy, 


’ 


Excess amounts should be removed prior to surgical 
I g 


Precaution: 
closure to avoid foreign-body reaction. Not to be used in sites of infection 


or following silver nitraté or other escharotic chemical agents. Contraindi: 
cated in clean bone surgery when poor vascularization is present and in 
instances where rapid callus formation is desired. Should be used sparingly 
in open reduction of fractures and in cancellous bone, Will not withstand 


heat sterilization, Remove from container aseptically. 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY. Detroit 32, Michigan 
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IN 
POSITIVE 
IDENTIFICATION 


A clear footprint taken at birth 
is a lifetime means of positive 
identification. But a smudged 
print is useless. The Hollister 
“dry-plate” FootPrinter gives 
sharp identifiable prints every 
time. There’s no ink, no roller, 
no mess .. . just a clean dry 


color transfer. 


And, no time-consuming prep- 
aration . . . unbreakable nylon 
case holds plate ready for im- 
mediate use. 


Write for free booklet and in- 
formation on Hollister’s ten-day. 
trial offer. 
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833 N. ORLEANS STREET, CHICAGO 10 











Small hospitals clinic 


A 16-Bed Hospital 


Tells Its Story 


by Larry Sievers 
Administrator 

Quincy Valley Hospital 
Quincy, Washington 


™ ALTHOUGH we are only a 16-bed 
hospital in a city of 3000, we felt 
there was a definite need for our 
hospital not only to celebrate Na- 
tional Hospital Week but to weave 
our hospital public relations pro- 
gram into the lime light. 

About two weeks before National 
Hospital Week (1960) we began 
putting together pieces of informa- 
tion which we thought would be of 
interest to the general public. Pos- 
ters put out by the American Hos- 
pital Association publicizing Na- 
tional Hospital Week were ordered. 
Speeches by board members and 
myself were given at various clubs 
and organizations in our city. 

Stories describing what the hos- 
pital is and what it does were 
written and rewritten. We tried to 
describe every person’s function in 
connection with the hospital and 
what the hospital means to a com- 
munity such as ours. The most im- 
portant factor in our presenting this 
story to the people of the commun- 
ity was a good relationship with the 
press and the radio. 


The Press 


The local paper informed the 
people of the community that a 
special hospital edition would ap- 
pear the next week. Not only did 
we have a special, separate eight- 
page hospital edition but through- 
out the main editorial section the 
editor donated additional space. To 
help show the close relationship be- 
tween hospitals and Blue Cross 
plans throughout the nation, a large 
ad was inserted in the regular 
edition of the paper. 

During hospital week, the paper 


é For more information, use yellow postcard inside back cover. 


carried additional news dealing with 
our hospital. 


The Radio 


Individual interviews with key 
people in the hospital and medical 
field were put on the air—two each 
day for five days. These interviews 
were with our three local phy- 
sicians, our three board members, 
director of nurses, president of our 
local auxiliary, the Mayor of the 
city and the administrator of the 
hospital. 


Open House and Garden Tea 


On the last day of National Hos- 
pital Week, two 15-minute tapes 
were recorded at the open house 
and garden tea which was spon- 
sored by the hospital auxiliary. 
These tapes were rushed to the 
radio station and replayed on the 
air to the listening public. Testi- 
monials from patients in the hos- 
pital and from visitors being con- 
ducted through our hospital were 
put on the air within ten minutes 
of recording time. Ladies of the 
auxiliary conducted the tours and 
hospital employees explained and 
demonstrated different pieces of 
hospital equipment to those on tour. 
Free ice cream was given the chil- 
dren who were not allowed to tour 
the hospital. 

During the afternoon of the open 
house, a car with a loudspeaker 
toured the town urging the people 
to come to see their hospital. 

The Governor of the State of 
Washington made a statement to the 
people of the State, calling their 
attention to the observance of Na- 
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tional Hospital Week. This message 
was reproduced and put on all the 
trays sent to patients in the hos- 
pital during that week. 

After everything was over, per- 
sonal letters of appreciation were 
sent to all people involved in help- 
ing us celebrate National Hospital 
Week. 

We believe that the community 
now has a better and clearer under- 
standing of the hospital, its em- 
ployees, and all those who work 
within the hospital and related 
areas. B 


Special to 
All Hospitals 


™ sO EFFECTIVE was this public re- 
lations project and the presentation 
of it, that it won an “Honorable 
Mention” in the 1960 MacEachern 
Competitions sponsored each year 
by HOSPITAL MANAGEMENT, in the 
interest of better hospital public 
relations. 

Administrator Sievers said they 
had never before submitted an 
entry to the MacEachern Competi- 
tions and didn’t really feel that a 
tiny 16-bed hospital had a chance 
to win any recognition. 

However, the judges were very 
impressed and Quincy Valley was 
awarded an Honorable Mention. 

Why don’t you submit an entry 
to one of the four competitions? 


Write for “Rules for Entry.” 
MacEachern Contests 
Hospital Management 
105 West Adams Street 

Chicago 3, Illinois 


Your Child’s Care 


by Harry R. Litchfield, M.D. and Leon H. 
Dembo. M.D. Doubleday & Company, Inc., 
Garden City, New York. 1960, pp. 257 
$3.95 


" IN - CONVENIENT, quick-reference 
formai, this comprehensive, up-to- 
date pediatric handbook for mothers 
is a newly revised and enlarged edi- 
tion of an earlier volume published 
in 1951 and widely distributed to 
ihe medical profession. 

In this new volume are over 1,001 
questions and answers dealing with 
such basic topics as the RH factor, 
the newborn baby, formula prep- 
aration and feeding, breast feeding, 
allergies, heart disease, contagious 
diseases and behavior problems, Al- 
so discussed are the new advances 
and discoveries in pediatrics. HVE 
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60,000 RECORDS 





Only 1 clerk handles 


ViSirecord’s split-second record location has gained inter- 
national recognition as “the world’s fastest record-keeping 
system.” 

ViSIrecord speed and convenience, with operator in com- 
fortable seated position, minimizes floor space requirements, 
operator fatigue — with increased productivity and accuracy. 

Information needed by customer or staff is instantly avail- 
able at clerk's fingertips. Searching is eliminated, reducing 
telephone tie-ups. More inquiries are handled faster with 
less personnel. 

Result: — Improved customer, and staff efficiency. 

Your ViSirecord Systems Specialist is ready and able to 
provide proof of accomplishments achieved by thousands of 
satisfied customers. 

Meanwhile write for Case Histories and list of satisfied 
companies in your industry. 
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ViSlrecord, inc. 


375 PARK AVENUE, NEW YORK 22, N. Y. 
























































© 1961 Visirecord, Inc. 
Systems Specialists in Principal Cities 


For more information, use yellow postcard inside back cover. 














First from American 





New ideas, 
new products 
or 
hospital 


planning... 


through one expert service! 





dei ‘ : : . 
American’s Hospital Planning Service Representatives biase dng Within ell dt Aenwdn's 
understand hospital planning needs. They offer valuable - decorating service and a member 
H ~ * of the American Institute of Deco- 
experience and expert counsel in every hospital area... dina thiths: Gee sinea Ma dio 
and the widest, most complete selection of products and tion from Wesleyan University, Joe 
; ; . , a has been active in the decorating 
services in the field. You can rely on American’s reputa Giiad. ta $0 euake wills Meare he 
tion for quality and for prompt, dependable delivery. has solved a wide range of decorat- 
Your man from American is dedicated to your hospital’s AS PRE, Hee SOeY. Sas Wore 


° E is seen in leading hospitals across 
best interests . . . call him with confidence. the country. 


The First Name | 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILL. Regional Offices: Atlanta * Boston « Chicago « Columbus « Dallas « Detroit 
©xport Department: Flushing 58, L. I., N. Y., U. S. A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 
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° : ° ° ° ° . © ae 
‘Kansas City « Los Angeles « Miami « Minneapolis « New York e San: Francisco « Washington Re - 
Winnipeg 12, Manitoba. In Mexico—Hoffmann-Pinther & Bosworth, S. A., Mexico 1, D. F,, Mexico. 











CHARGES (PER BED) VS. EXPENSES 
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seg e Operating Expenses 





ccupied Bed Per Month 
Tere: 490) ioscan sae 931.61 
Penreaary, 1900) .s.....005 892.14 
March, 1960 ..... -958.97 
April, 1960 965.96 
May, 1960 1026.69 
fas 1960 - 977.4 
uly, 1960 ..... - 1034.21 
August, 1960 .... 1025.95 
September, 1960 . 1001.85 
October, 1960 .... 1001.05 
November, 1960 993.48 
December, 1960 ......... 1043.75 
TO. SOOE. ceveenadasee 954.73 
February, 1961 ........... 912.71 


pvorage Patient Charges 






Per ccupied Bed Per Month 
January, 1960 ..... .. 1029.94 
February, 1960 . -1004.78 
March, 1960 1093.36 
April, 1960 . 1081.27 
May, 1960 .. 1137.90 
June, 1960 .. 1075.49 
July, 1960 ... 1099.81 
August, 1960 .. 1114.64 
co og 1960 1071.61 
October, 1960 .... 1097.03 
November, 1960 .. 1095.98 
December, 1960 1071.11 
January, 1961 .... 1071.29 
February, 1961 .......... 1023.76 
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how's BUSINESS? 





(See also page 12) 


® ACCOUNTING for vacation salaries seems to be fairly 
uniform in hospitals but a few hospitals are adopting 
a more precise method of cost accounting for this item. 


Thus, 93% 


of our sample charge the vacation salary to 


the regular salary account during the period that em- 
ployee is on vacation but 5.8% charge a proportionate 
amount of vacation salary to the salary account during 
the other periods and credit accrued vacation pay. 
The remainder use other systems. & 


Average Operating Expenses 
Per Bed Per Month (Total Beds) 


January, 1960 ..-761.09 






September, 1960 . 


February, 1960 764.44 
March, 1960 .. .789.87 
April, 1960 . - 768.31 
May, 1960 .. - 800.81 
June, 1960 .. . 753.68 
July, 1960 .. -760.35 
August, 1960 -763.53 
October, 1960 ... -771.08 
November, 1960 . 776.40 
December, 1960 . 765.51 


January, 1961 ... 
February, 1961 






Average Patient Charge Per 
Bed Per Month (Total Beds) 
Tanuary, 1960 ..... $35.22 
February, 1960 $53.91 
March, 1900 $95.38 
April, 1960 .. 855.00 
May, 1960 . 886.94 
une, 1960 .. 824.03 
July, 1960 ... 800.13 
August, 1960 826.68 


September, 1960 . 
October, 1960 ... 
November, 1960 . 
December, 1960 . 
January, 1961 : 
February, 1961 .. 





+ AVERAGE MONTHLY OCCUPANEY 


OF HOSPITALS 
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aes, BPED vcascsvcves 79.79 

ebruary, 1960 .......... 82.98 
Mier, 2060 (0.2.0. 9500006 80.12 
3 JS eae 7746 
Se PENN) ok woe scnacpann 75.69 


ae gg 1960 . 


October, 1960 


November, 1960 : 
1960 . 
January, 1961 ... 
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Significantly 
New Approach 

to the PLANNED 
AUTOPSY ROOM 








The increasingly important role of the 
pathologist in serving modern medical 
science demands adequate, planned 
facilities to perform autopsy and dissec- 
tion procedures. Accordingly, Amsco 
now makes available a fully professional 
service in planning and equipping the 
functional Autopsy-Mortuary Room. 

Backed by an understanding of every- 
day autopsy problems, unique research 
facilities and an unexcelled *‘pool’’ of 
technical equipment . . . Amsco is able 
to plan and equip the room to assure 
the busy pathologist better working con- 
ditions and time-saving, systematized 
work flow. 





Amsco Autopsy Room facilities in- 
clude total planning, an efficient autopsy 
table, mortuary refrigerators, room illu- 
mination, sterilizers, stainless steel case - 
work, body lift, screen, scales, adequate 
ventilation, and other related items. 


A letter or card of inquiry will bring 
a helpful Amsco Technical Projects 
man... and there's no obligation. 


In the meantime write for Bulletin 
MC-587. 





AMERICAN 


STERILIZER 


ERTE PENNSYLVANIA 





World's largest designer and manufacturer of Operating Tables, Surgical Lights, Sterilizers 
and related technical equipment for hospitals 


For more information, use yellow postcard inside back cover. 
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NEW ws 
A.C.MLL STERILE |. 

DISPOSABLE 
URETERAL = ~\ 
CATHETERS 


For the patient: Freedom from catheter-bomne infection. 
For the hospital: Freedom from catheter-handling drudgery. 





A.C.M.|. Sterile Packaged Ureteral Catheters, 
designed to be used once and then 
discarded, protect the patient from catheter- 
borne infection, and relieve nurses and 
hospital personnel of time-consuming 
washing, rinsing, sterilizing and 
maintenance of catheters in sterile storage. 
Other advantages: 


e Ready for instant use 


e Smooth, highly polished surface 


e High flow rate through large, 
smooth lumen 


e Eye openings smoothly finished 
e@ X-ray graduations clearly marked 





e Animal tested Sealed sleeve easily opened 
by peeling back tabs 
Supplied in half-gross cartons. without touching catheter. 


American (ystoscope Makers, Ine. 


8 Pelham Parkway, Pelham Manor (Pelham), N.Y. 


‘Catalogue Nos. 


2001 SP — Whistle Tip (“~ i= 
2003 SP — Olive Tip Nek oe 
2005 SP — Round Tip 

Sizes: 4 to 10 Fr. 
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Walter. N. Clissold James D. Snyder 


MAJOR HEALTH LEGISLATION seems to have been 
temporarily forgotten by Congress. “Eldercare” pro- 
posals, for instance, are bottled up in the House Ways 
and Means Committee with no hearings scheduled at 
this writing. Since both lobby groups have been keyed 
for battle several months now, delay is only prolonging 
the agony. Although backers of the social security ap- 
.. proach gained when the National Council of Churches 
endorsed their views, the delay is giving the Kerr-Mills 
federal-state sharing program a chance to prove itself. 
The Bureau of Public Assistance reports with optimism 
that the seven month-old Act is already operational 
in Kentucky, Massachusetts, Michigan, Oklahoma, 
Puerto Rico, Washington, West Virginia, and the Vir- 
gin Islands. In 11 other states bills have been passed by 
both Houses and await either appropriations, signature 
by the governor, or final federal approval. Bills have 
been introduced in 19 state legislatures — bringing the 
total to 38 states that are participating or have a good 
chance of approving the Act in 1961. Only five state 
legislatures have adjourned so far without taking ac- 
tion. 

Meanwhile, AHA and HEW Secretary Ribicoff dis- 
cussed a clause in the Kennedy “Eldercare” bill that 
would require hospital patients to pay the first $10 of 
each day’s charges for the first nine days. AHA feared 
hospitals would be forced to absorb the $10 themselves 
when patients were unable to pay. Ribicoff was sympa- 
thetic, but pointed out that the deductible clause was 
necessary to make citizens think twice before bringing 
their ills to the hospital. 


KENNEDY’S $185 MILLION HILL-BURTON BUDG- 
ET for fiscal 1962 is the highest a President has ever 
submitted to Congress. And since the legislators have a 
habit of increasing H-B budget requests, the final ap- 
propriation stands a good chance of exceeding the $185 
million granted for 1961. JFK has asked for $125 million 
in Part C funds (general and mental hospitals). Part G 
requests are: $20 million for chronic disease facilities; 
$20 million for diagnostic and treatment centers; $10 
million for nursing homes; $10 million for rehabilitation 
facilities. Note the shift in emphasis: Part G funds are 
upped from $35 million in 1961 to $60 million — the full 
amount allowed under the Act. Part C funds are cut 
from $150 million in 1961 to $125 million. The Adminis- 
tration is looking to increased outpatient and long term 
care facilities to handle the expected rise in older pa- 
tients stemming from “Eldercare” legislation. 


14 


VETERAN’S ADMINISTRATION won’t add any new 

hospitals this year, nor probably the next. VA already © 
operates close to the 125,000 bed limit set by the presi- © 
dent, and won’t try to raise this ceiling. Reason: a short- | 
age of medical personnel, even under current conditions. © 
Meanwhile, VA is discouraging any new legislation to ~ 
liberalize veterans’ hospital benefits that would further = 
crowd existing facilities. Last year 91 percent of VA © 
hospital beds were occupied by long term care patients. © 
This left 9 percent of total bed capacity to handle more 7 
than 500,000 acute illness patients. 


THE FEDERAL COLLEGE HOUSING LOAN PRO- 4 


GRAM has removed the $750,000 ceiling on loans to @ 


hospitals for construction of intern and student nurse ~ 
dormitories. This is a gesture to stimulate participation ~ 
of larger hospitals in a program that still has $58 mil- 7 
lion lying idle in hospital loan funds. Since the restric- ~ 
tion was removed $1 million has been loaned to Lenox ~ 
Hills Hospital in New York City, and a $1.5 million ap- ~ 
plication has been received from Albany (N.Y.) Medi- ~ 
cal Center Hospital. Largest loan on record is $1,- ~ 
750,000 to Atlanta’s Georgia Baptist Hospital made | 
earlier this year. 4 


FOOD AND DRUG ADMINISTRATION seeks more | 
volunteer hospitals to participate in its Drug Reaction ~ 


Reporting Program. So far, 35 hospitals have contracted | 


to fill out FDA reports whenever patients experience ~ 
unusual or adverse drug reactions. Such information ~ 
aids FDA in spotting new drug effects that might have © 
gone unobserved in its testing labs — thus often leading 7 
to changes in labeling regulations, or even to with- © 
drawal of drugs from the market. This worthwhile pro- ~ 
gram, however, does not yet have enough volunteer 7 
hospitals to effectively blanket the country. If interested ~ 
in participating, write FDA’s Research and Reference ~ 
Branch, Department of Health, Education and Welfare, © 
Washington 25, D.C. 


JUSTICE DEPARTMENT has filed charges of price fix- j 
ing against state pharmaceutical associations in Utah ~ 


and Idaho. Five state drug groups have now been hit, ~ 


and Attorney General Robert Kennedy says the drive . 
is not letting up. “Through such suits,” he said, “we’re ~ 
going to be able to lower prices in some important ~ 


areas.” For what it’s worth: Bureau of Labor Statistics 7 


figures show that wholesale prices of prescription drugs ~ 


declined more than seven percent during 1949-59, while — 


prices of other wholesale commodities increased an av- © 
erage of 20 percent. In the same period retail drug ~ 


prices rose about 19 percent. 


THE NEWLY-CREATED KENNEDY PEACE CORPS ~ 
reports a “very impressive” response from physicians ~ 
and registered nurses — “not just starry-eyed kids, but ~ 
persons with years of skilled experience.” Although 7 
about 4,000 medical people sought applications, prob- ~ 
ably not more than a hundred will be enlisted in the ~ 
initial trial program. ! 


PEOPLE: Coast Guard Surgeon General Dr. Kenneth 
E. Nelson is leaving 33 years of Public Health Service © 
duty to become Director of Hospitals for the city of St. ~ 
Dr. Irvin Siegel, 37, is overseeing new drug ~ 

applications as FDA’s new Deputy Medical Director | 
Dr. Blue Carstenson, a major figure in the recent ~ 

White House Conference on the Aging, has been ap- © 
pointed Assistant to the Undersecretary at HEW. & © 


HOSPITAL MANAGEMENT | 














bOF SSIONAL DIVISION 


newsletter 


TWELFTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


suggestions” we have been privileged to offer you on 

staph control have seldom emphasized the phage 
types and strains of staph or their varying antibiotic suscep- 
tibility. Just as you probably do, we consider any strain of 
staph potentially dangerous and the judicious use of anti- 
biotics the province of the physicians and the Infection 
Control Committee. In the March 11th issue of The Journal 
of the American Medical Association (page 886), Doctors 
Wallmark and Finland reveal the interesting results of 
comparing strains of the previous ten years with 1959-1960 
at Boston City Hospital. 1550 strains were isolated. Among 
their significant conclusions are: 


B= since the first Staph Newsletter, the “significant 


The proportion of strains of staphylococci resistant to 
the widely used antibiotics has continued to increase. 


The lowest proportion of resistant strains was obtained 
from outpatients, the proportion increased with length of 
hospitalization and was highest in the strains obtained at 
autopsy. 


As sensitive staph strains are eliminated by antibiotics, 
resistant staph persist, multiply and spread. 


Fortunately, there is published evidence that staph or- 
ganisms which have become resistant to antibiotics do 
not ipso facto become resistant to any one of the L&F phe- 
nolic disinfectants — Amphyl®, O-syl®, Lysol®, or Tergisyl® 
detergent-disinfectant. All are broad spectrum microbi- 
cides which are not only staphylocidal but also pseudo- 
monacidal, tuberculocidal and fungicidal. And we do have 
this suggestion — 


Write today for your copy of our new infection control 
kit titled, “Contamination Control That Works...in your 
Hospital’. In a conveniently index-tabbed jacket we've col- 
lected a variety of pertinent materials. Whether you're in- 
terested in general housekeeping, isolation units, O.R. and 
recovery, O.B. and maternity, nursery and _ pediatrics, 
emergency and outpatients, laundry, or the whole hospital 
—you'll find in this kit specific “how, where, and when” 
information on dependable contamination control. Re- 
prints report successful control of infection in well-known 
hospitals, and how it is being done. Brochures give specific 
»rocedures easy to follow in any hospital. The kit is suit- 
ible for use by the Infection Control Committee in re- 
-valuating environmental control throughout the hospital. 
We'll be glad to send each member an individual copy if 
vou ask us. Please do. 


When you're talking to some of the doctors in your 
10spital, you may want to tell them about a special clinical 
ymposium, “The Hazards of Infection’, scheduled for 
junday, June 25, at the Savoy Hilton Hotel in New York 
City. This is the final session of the annual meeting of the 
American College of Angiology and the International Col- 
ege of Angiology which precedes the annual AMA meet- 
ng. The complete two-hour program with names and 
orofessional affiliations of the participants is too long for 
mentioning here, but if you would like these details please 
et us know. Perhaps you, too, will want to be there, 


From the time our new spray-on form of Amphyl was 
first discussed in the L&F research lab, I agreed with many 
of our hospital friends who felt that Amphyl Spray would 
take care of a lot of difficult disinfection problems. Partic- 
ularly —odd-shaped surfaces, hard-to-reach areas, also for 
immobilizing organisms immediately after accidental spills 
of infectious material, and prior to disinfection, e.g., by 
flooding. The versatility of Amphyl Spray as a deodorant 
is also “inspiring” many hospitals. For instance, on the 
orthopedic service it is being sprayed directly onto the 
patient’s cast to offset malodors. Amphyl Spray lends it- 
self well to this use since it leaves no sticky or greasy resi- 
due and no evidence of its having been used except the 
reduction in odor. As a disinfectant, Amphyl Spray is 
handy for frequent drenching of the base and understruc- 
ture of the operating table. Be sure to send for our new 
bulletin on specific Amphyl Spray procedures. 


In a study of one thousand consecutively operated cases 
from the General Surgical Wards of the University Hos- 
pital in Oklahoma City, the infection rate in 537 clean 
wounds ranged from 3.1% without preoperative antibio- 
tics to 4.0% with preoperative antibiotics. In the 463 con- 
taminated wounds, infections complicated the surgical 
wound in 11.9% when antibiotics were used postopera- 
tively and in 5.0% when not used. In the clean wounds, 
infection was nine times greater among patients who re- 
ceived antibiotics postoperatively. In discussing this study, 
the authors say that it is becoming obvious that their use 
(prophylactic antibiotics) offers no real protection against 
the appearance of a wound infection. (American Surgeon 
12:781, December, 1960) 


Routine de-contamination of floors, objects, surfaces, 
blankets, and linens can be one of the most economic, 
effective, and simple control measures against infection 
and superinfection. Here’s why —it reduces the number of 
organisms available for spread by any route —contact, 
nasal, or airborne—thus reducing both the excess hos- 
pital days and the risk of debilitating infection in both the 
patient and the hospital personnel. 


Please write us for any of the information offered in this 
letter. If you want copies for teaching purposes or group 
discussion, please let us know how many you will need. 
When you have additional questions, our research labora- 
tories and technical advisors are ready to help. I, per- 
sonally, would like to hear from you at any time. 
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Size of Nursing Unit 


QUESTION: What do you con- 
sider to be the correct size for a 
nursing unit? We have been told 
recently that an optimum nurs- 
ing unit should not exceed 20 
beds. 


ANSWER: The size of the nursing 
unit will depend entirely upon the 
type of patients that you plan to 
treat in it. In a general hospital, an 
intensive therapy nursing unit com- 
plete with electronic controls and 
instrumentation seems to function 
most efficiently at 16 beds. In a 
hospital where there is an intensive 
therapy unit, the so-called “inter- 
mediate” nursing unit seems to 
function efficiently at a maximum 
of 30 beds. Self-help, convalescent, 
ambulatory and geriatric units can 
function well at 60 beds. 

Psychiatric nursing units, where 
shock therapy is done on the unit, 
vary in size but the consensus of 
experts is 25 beds. Obstetrical nurs- 
ing units seem to do best with 30 
beds. Pediatric nursing units func- 
tion well at about 25 beds but this 
number can be increased to 35 beds 
if closed circuit TV observation is 
available. 

Rehabilitation nursing units vary 
a great deal. An active paraplegic 
unit runs best with fewer patients. 
The consensus of experts places the 
upper limit of efficiency at 12 beds. 
Orthopedic rehabilitation nursing 
units can be operated efficiently at 
20 beds. From the -above it is ob- 
vious that there is no hard and fast 
rule which can be applied to all 
nursing units. 


Medical Staff Dues 


QUESTION: What is_ the 
standard practice for medical 
staff dues in hospitals? 


ANSWER: Personally, I am not in 
favor of official medical staff dues. 
No physician should have to pay 
for his appointment to the medical 
staff of a hospital. The service that 
he gives in return for the privileges 
that he obtains are far more valu- 
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CONSULTING 


with Doctor Letourneau 


able than any money that he could 
pay. In practice, however, I have 
seen staff dues as low as $5.00 per 
year and as high as $1,000.00 per 
year. 


Autopsy Procedure 


QUESTION: In our hospital the 
general practitioners do_ their 
own autopsies. Some of them are 
not doing them well because we 
are getting complaints from the 
local undertakers which has re- 
sulted in poor public relations. 
Can you recommend any stand- 
ard text for autopsies? 


ANSWER: The Superintendent of 
Documents of the U.S. Government 
Printing Office, Washington D.C. 
has for sale an excellent “Autopsy 
Manual” which is used by all three 
departments — Army, Navy and Air 
Force. The price is 50 cents. Well 
worth it. 


Depreciation of Building 


QUESTION: We have been try- 
ing to work out costs of various 
departments in the hospital but 
we are not certain how we should 
allocate the cost of the deprecia- 
tion of the building. Can you 
advise? 


ANSWER: One standard manner 
which is used by many cost-ac- 
countants is to obtain the total 
square footage in the building and 
then to calculate the annual depre- 
ciation per square foot. Once this is 
done you have merely to identify 
the number of square feet occupied 
by any department and you can 
then find out the square feet charge- 
able to that department. 


Board of Trustees 


QUESTION: Should a Board of 
Trustees delegate its duties to a 
committee with power to act? 


ANSWER: The board of trustees 


can delegate all of its authority if 
it chooses but can never delegate 
its responsibility. If the purpose of 
delegation is to avoid responsibility, 
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the governing body of the hospital 
should not do it because each indi- 
vidual trustee remains personally 
liable for his office whether he has 
delegated his authority or not. 


Discipline by Medical Staff 


QUESTION: One of our physi- 
cians has taken to drinking rath- 
er heavily and has committed 
several errors in judgement. He 
has given good service for 30 
years to this hospital and our 
medical staff refuses to pass 
judgement and to take action on 
him. Our bylaws state that we 
can not discipline any physician 
without a recommendation from 
the medical staff. They refuse to 
recommend anything officially 
but privately they individually 
agree that something must be 
done. What can we do? 


ANSWER: You should revise your 
bylaws so that the board can regain 
its authority from the medical staff 
to take action in this case. If your 
local physicians refuse to act in this 
case, you should hire an outside 
consultant who is a physician. Ob- 
viously, this drinking physician 
needs treatment, not punishment. 


Disinfecting Compressor Motors 


QUESTION: Recently, our pa- 
thologist cultured some compres- 
sor motors in our kitchen and 
found them to be loaded with 
coagulase positive, staphylococ- 
cus phage 80/81. He says our mo- 
tors are not cleaned often enough. 
How often should compressor 
motors be cleaned in a hospital? 


ANSWER: The consensus seems to 
be that a motor which is located 
in a sensitive areas such as the 
kitchen should be disassembled and 
cleaned thoroughly once a year. 


Medical Record Index 


QUESTION: How many kinds of 
index are required by the Joint 
Commission on Accreditation of 
Hospitals? 


ANSWER: The medical record li- 
brarian should maintain an index 
on every disease, every operation 
and every physician in the hospital. 
In addition to this there should be 
an index of pathological diagnosis 
mairitained by the pathologist and 
an index of radiological diagnoses 
kept by the radiologist. 
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hospitals & the Law 


‘ 
by Emanuel Hayt, LL.B. 


Fall on Hospital Ambulance 
Ramp Held Fault of Injured 
Visitor 


® PLAINTIFF suffered a fractured hip 
in a fall on the ambulance entrance 
runway of a Veterans’ Administra- 
tion hospital. Plaintiff had gone 
there to visit a relative, whom she 
had visited many times previously. 
On all previous visits she had used 
the main entrance. On this visit it 
was raining, and plaintiff and her 
husband elected to enter by means 
of the ramp leading into the am- 
bulance entrance. This entrance was 
used as a means of ingress and 
egress by several hundred visitors 
each day. The evidence shows that 
plaintiff turned to look at her hus- 
band just before she slipped on the 
wet, smooth ramp. 

Plaintiff contends that she was an 
invitee on the premises and that de- 
fendant breached its duty to main- 
tain reasonably safe premises and 
to warn plaintiff of any hidden peril. 
Defendant contends that plaintiff, 
by entering other than at the main 
entrance, was a mere licensee. This 
court holds that plaintiff was an in- 
vitee, as people had been using the 
ambulance ramp as an entrance for 
many years without any protest 
from defendant. It is held, however, 
that plaintiff had a clear view of the 
ramp and thus that any element of 
hidden peril is not present, and that 
such a fall was not forseeable by 
defendant, for people had been us- 
ing the ramp for many years and 
none had ever slipped or fallen. 

Judgment was for defendant. 
(Woodard v. United States, 11 CCH 
Neg Cases 2d 545—USDC—N. Car.) 


New Trial Ordered for 

Jury to Determine Hospital’s 
Responsibility for Suicide 

of Patient 


® PLAINTIFF accompanied his wife 
to the hospital, and stayed with her 
until 4:00 p.m., at which time he 
left, telling the nurse on duty that 
he would have to go home to the 
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children. A number of persons who 
saw the patient shortly before ad- 
mission and plaintiff testified to her 
strange appearance and especially 
the glazed appearance of her eyes. 
The employee who conducted the 
patient up the elevator to the bed 
assigned to her, noticed that she 
seemed excitable and either fright- 
ened or highly nervous and that she 
“had a kind of glary look in her 
eyes.” A psychiatrist testified that 
one of the indications of mental dis- 
turbance is a glazed appearance of 
the eyes. The attendant stayed with 
the patient until the nurse arrived 
because of the fact that she seemed 
so highly nervous and felt that she 
should not be left alone. She then 
commented on the patient’s appear- 
ance to the nurse who arrived. The 
supervisor of nurses admitted that 
under hospital rules she was aware 
that someone should be with men- 
tally disturbed patients at all times 
and also stated that she should prob- 
ably have contacted the director of 
nurses but instead waited for the di- 
rector of nurses to contact her. 
The patient at about 4:15 p.m. 
walked about 50 feet down a hall- 
way, locked herself in a bathroom, 
climbed into the window and fell 
three stories to the ground. The 
trial court directed a verdict for de- 
fendant and overruled plaintiff's 
motion for a new trial, and plaintiff 
appealed. This court held that there 
was enough evidence concerning the 
negligence of the hospital staff mem- 
bers to send the issue of defendant’s 
negligence to the jury and that it 
was error to direct a verdict for de- 
fendant and overrule plaintiff’s mo- 
tion for a, new trial. The judgment 
was reversed. 
(Misfeldt v. Hospital Authority of 
the City of Marietta, 11 CCH Neg. 
Cases 2d 311—Ga.) 


Patient Failed to Prove Standard 
of Care in Bed-Fall Accident 


® ON JUNE 4, 1957, respondent wife’s 
attending physician referred her to 
a psychiatrist for treatment of a 
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nervous depression. After examina- 
tion, the psychiatrist prescribed a 
course of electric shock treatments, 
and, for this purpose, respondent, 
then 68 years of age, was admitted 
to appellant hospital on the morning 
of June 5, 1957. Shock treatments 
were administered on June 5th, 6th, 
8th, 10th and 12th. She exhibited 
sufficient improvement to leave the 
hospital by automobile on June 9th 
to have dinner at her son’s home. 

At 6:15 am., on June 13th, the 


nurse entered respondent’s room to 
administer routine morning care. 
The nurse lowered the bed rails, 
took respondent’s temperature and 
pulse, and, while the bed rails were 
down, left the room momentarily to 
return the temperature tray to the 
chart room. Respondent was sitting 
quietly in bed, and the nurse, upon 
leaving, announced that she would 
“be right back and take you to the 
bathroom.” Respondent nodded, and 
continued to sit quietly. During the 
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nurse’s absence, a matter of a few 
moments, respondent moved and in 
an undisclosed manner slipped or 
fell into a sitting position on the 
floor. She was immediately returned 
to bed and was shortly thereafter 
examined by her attending psychia- 
trist. No physical injury was im- 
mediately apparent, but later that 
day it was revealed that she had 
sustained the injuries complained of. 

The evidence is that, while the 
nurse administered to respondent on 
the morning in question, she ap- 
peared normal and coherent. 

It is undisputed that respondent 
wife reacted normally to the shock 
treatments, that is, following each 
treatment she would be temporarily 
confused, incoherent and unsteady. 
It is clear, however, that bed rails 
were required and were raised dur- 
ing such periods. The accident in 
question occurred nearly 24 hours 
after respondent’s last shock treat- 
ment, a great deal longer than her 
usual period of confusion and much 
longer than any previous period of 
confusion. The record is barren of 
testimony that respondent indicated 
any confusion on the morning of the 
accident. The only testimony was 
that raised bed rails were harmful 
when the patient was awake and in 
a normal state unless necessitated 
by some unusual circumstances. 

This case is no different from any 
other negligence action in which a 
general, theoretical standard of care 
is set by the law, and the questions 
for determination are what the duty 
requires in terms of particular ac- 
tion or inaction in the circumstances 
of the individual situation, and 
whether there has been a breach of 
that duty.[3] There must be a show- 
ing of what particular conduct the 
circumstances require in the indi- 
vidual case for conformity to the 
general standard of care. This prin- 
ciple is actually implicit in respond- 
ent’s contention as well. 

Certainly a hospital is not an in- 
surer of a patient’s safety. There- 
fore, some negligent act or failure 
to act by the hospital or its agents 
must be pleaded and proved. Re- 
spondent did not establish that a 
standard of reasonable care required 
the sideboards to be raised under 
the existing circumstances; there 
could thus be no proof that the 
failure so to do was negligence. 
(Roth v. Havens, 353 P. 2d 159— 
Wash.) r 
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MEdSICAL RECOROS 


by Adeline C. Hayden, C.R.L. \ 


Cytomegalic Inclusion Disease 


QUESTION: Many of our Physicians 
would like to use the diagnosis Cyto- 
megalic Inclusion Disease. Please ex- 
plain the disease to me and tell me 
how I can code it. 


ANSWER: Inclusion cell disease is 
the occurrence of inclusion bodies 
in cells of organs other than the 
salivary gland and in which the dis- 
ease apparently is of a _ general 
character, sometimes terminating 
fatally. The lack of uniformity in 
nomenclature has delayed the ac- 
ceptance and recognition of this en- 
tity. Many of the names used to 
‘ describe the condition have been 
cumbersome and inappropriate. I 
can readily understand how you 
could be confused. The simplest and 
most universally used term is In- 


clusion disease, but even this is not 
sufficiently specific since inclusion 
bodies are associated with many 
diseases. The term Cytomegalic In- 
clusion Disease does seem to be 
descriptive and is the most unlikely 
to cause confusion. Since this term 
may well be applied to localized and 
dormant types of infection so com- 
mon in the salivary glands, it is best 
to refer to symptomatic or fatal 
cases as Generalized cytomegalic 
inclusion disease. The condition may 
be coded 012-160 Cytomegalic in- 
clusion disease, generalized. If you 
would like to read further descrip- 
tive material three good references 
are: J. P. Wyatt, J. Saxton, R. S. 
Lee, and H. Pinkerton: Generalized 
cytomegalic inclusion disease. Jour- 
nal of Pediatrics, 36: 3 (March) 
1950. W. S. Alexander: Generalized 
cytomegalic inclusion disease in a 
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newborn infant. The Journal of 
Pathology and Bacteriology, LVX:2 
(April) 1953 and Journal of the 
American Medical Association, 162: 
14 (Dec. 1) 1956 pp. 1305. 


Esophageal Dystonia 


QUESTION: How do you code the 
diagnosis Esophageal dystonia? 


ANSWER: Esophageal dystonia is 
also called cardiospasm. If congen- 
ital your code is 641-043 Cardio- 
spasm, congenital. If not congenital 
the code is 641-580 Achalasia. 


Hemoglobin Disease 


QUESTION: How do I code Hemo- 
globin C Disease? I have been given 
diagnoses for not only “C” but “E” 
and “H.” The Physicians insist that 
they be isolated. 


ANSWER: Hemoglobins C, D, E, G, 
H, I, and K have been diagnosed 
and no doubt others that I am not 
aware of but it does not seem feasi- 
ble to give each a specific disease 
entity at this time as they are all 
related to Sickle cell anemia, hered- 
itary leptocytosis and combinations. 
If you wish to isolate the Hemo- 
globin C, E and H groups code the 
diagnosis 501-9912.5 Sickle cell ane- 
mia and indicate the group paren- 
thetically. 


Hemorrhage 


QUESTION: I have received the diag- 
nosis Hemorrhage due to administra- 
tion of anticoagulant. Is this accepta- 
ble? 


ANSWER: Yes, the diagnosis is 
coded 010-3... . 7 Hemorrhage due 
to poisoning. Specify poison. If the 
hemorrhage is not generalized, the 
specific supplementary term code 
should be used. See the “Textbook 
and Guide to Standard Nomencla- 
ture” page 283 for Hematuria due 
to dicumarol dosage. 


QUESTION: A study is being made of 
the policy and procedure of our hos- 
pital for handling medical record de- 
linquencies. Any suggestions which 
you may have on this: subject will be 
greatly appreciated. 


ANSWER: This question I encount- 
er repeatedly. Many methods have 
been tried and the most effective is 
to curtail privileges. If such curtail- 
ment is put into effect for charts 
delinquent over two weeks the ad- 
ministrator should have the force- 
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fulness to see that it is carried out. 
Once the rule is broken for one in- 
dividual, the order is of no value. I 
know that this regulation has been 
successful in several institutions 
where I have served as consultant. 


Ethics Binding the Medical 
Record Librarian 


QUESTION: I have just accepted the 
position as medical record librarian 
in a small town. One of our club 
members was admitted to the hospital 
and I announced it at club meeting. 
I have been criticized severely by the 
individual and my administrator. Is 
the librarian bound to protect the pa- 
tient by the same ethics binding the 
physician and nurse? 


ANSWER: Yes, you are bound to 
protect the patient by the same 
ethics which bind the physician and 
nurse, insofar as divulging informa- 
tion is concerned. It is too bad you 
had to learn the hard way but you 
should never discuss anything per- 
taining to hospital business outside 
the hospital, and nothing that is on 
the medical record inside the hos- 
pital except with those officially 
concerned. 


QUESTION: At a recent Executive 
Board Meeting the members decided 
to dissolve the Medical Record Com- 
mittee and in is place organize the 
Medical Audit Committee. ‘What do 


you think of such an arrangement? 


ANSWER: My best answer to this 
question is check the requirements 
of the Joint Commission on Accred- 
itation of Hospitals. The duties of a 
medical record committee and the 
duties of a medical audit committee 
are certainly not the same in many 
respects. I personally would not be 
in favor of such a merger. 


QUESTION: Some members of our 
medical staff say that members of the 
record committee make themselves 
liable in court if they place their ini- 
tials on the chart, signifying the chart 
has been reviewed and found to be in 
order. 


ANSWER: There must be some 
mistake. The fact that the member 
of the record committee signifies the 
chart has been reviewed and found 
to be in order does not make him 
responsible for the care of the pa- 
tient. Why not discuss their prob- 
lem with the hospital attorney. 
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Foods and utensils are not the only sources 
of kitchen contamination. Every surface, 
every wall and floor, every garbage can, 
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must be kept free from health-hazards. 
How? 
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guards for all these danger spots. One of 
them, Airkem A-3, searches out dirt and 
grime and dissolves them, leaves surfaces 
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fects everything it touches. It counteracts 
odors, too, without adding a heavy per- 
fume or chemical smell — and creates an 
air-freshened effect. The other Airkem 
product, an odor-controlled non-toxic in- 
secticide, actually brings insects out of the 
crannies where they hide and breed, and 
kills them in the open, where they can be 
seen and quickly removed, 

There is really no excuse for an unsafe 
kitchen, pantry, cafeteria, or any space in 
the hospital where food is stored, pre- 
pared or served. Daily use of these two 
Airkem products adds nothing to the work- 
burden, nothing to the cost. They merely 
replace products currently required. Ask 
your nearby Airkem representative! 


‘FREE! 


16 0z. can Airkem odor-con- 
trolled non-toxic insecti- 
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C> John Hulse, Airkem, Inc. Dept. HM-5 
face 241 East 44th St., New York 17, N.Y. 


Send bulletin “Airkem Procedure for 
Kitchen and Cafeteria Maintenance” and 
FREE 16 oz. can Airkem Insecticide to 











Name 

Title Hospital. 

Address. 

City. Zone—_State. 





For more information, use yellow postcard inside back cover. 27 







































shows | STERILE | after sterilizing 


e “STERILE” IN POSITIVE BLACK SHOWS ONLY AFTER 15 MINUTES AT 250° F. IN AUTOCLAVE 

















\ * Eliminates Guesswork 
® Seals and Identifies 

te \ © Shows Size and 

ft Quantity 

® Gives Proof of 

Sterilization 
No Pencil Mark 
Mistakes 
Sulphur-Free ... 
Eliminates Ugly Stains 


AFTER 


RUE Cela opvalate| 









/ iter 


LABELS 


PROFESSIONAL TAPE CO., INC. 





VINT?t Coarse 





355B Burlington Ave. Riverside, Ill. 


28 For more information, use yellow postcard inside back cover. HOSPITAL MANAGEMENT 













oe a a 


ano ft hCUrhrhthlUClCUrlCUrrhlCUr Oe 


Rn = —~ RL om — Fh & OO, 


— 


0 7O Ob FMT fr 





by W. Leon Hisle 


Administrator 
The Berea College Hospital, Inc. 
Berea, Kentucky 


Check Those References 


What do you really know about your employees? 
This administrator learned the hard way 
that he had a narcotics addict on his staff. 


* 

* 

* 

*Write to Hospital Management Reprint 
Editor for the reprint entitled "Your Re- 
sponsibility for Narcotics" by Arthur W. 
Dodds, Ph.C. and George F. Archambault, 
Ph.C., LL.B., D.Sc. Each reprint, 50 cents. 

Also, "The Handling of Narcotics in Fed- 
eral, State, County and City Hospitals" by 
George F. Archambault, Ph.C. and Arthur 


[ENT 








&@ ONE MORNING arriving at my office 
after a short vacation I was con- 
fronted with a situation that is not 
at all uncommon in hospitals but 
one that every hospital administra- 
tor wishes did not exist. 

One of my key nursing super- 
visors had cleaned out all the nar- 
cotics lockers to which she had 
access and had become so uncon- 
trollable that she had to be taken 
to the psychiatric unit in a Lexing- 
ton Hospital. The psychiatrist told 
me her conduct was very uncom- 
mon since she had taken all types 
of narcotics and had not limited her 
addiction to any one brand. 

This fact gave me very little con- 
solation. 

In checking the records, the in- 
spectors from the Bureau of Nar- 
cotics of the Treasury Department* 
found that she had refilled vials with 
sterile water and that ampuls had 
been refilled and the tops replaced 
by using clear fingernail polish. 
After the inspectors reported every- 
thing in order again, I had time to 
reflect — How did I get into this 
situation? 

This nurse was highly efficient. 
During the time she was with the 
hospital she had received unquali- 
fied praise from her fellow workers 
and the medical staff. She was a 
graduate of one of the best known 
and most highly respected schools 
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W. Dodds, Ph.C. Each reprint, 10 cents. 


in the nation. She was a former 
Major in the U. S. Army and had 
20 years of experience in her spe- 
ciality. 

What had gone wrong? Was this 
a newly acquired vice? Was I the 
first victim? The answers were of 
course — NO. 

I had committed the sin of almost 
every hospital administrator, per- 
sonnel manager or executive who at 
some time faces the problem of 
having to investigate references 
given by a person applying for a 
job. I had used the list of references 
given by the applicant. 

Later as she was awaiting transfer 
to the USPHS Hospital near Lex- 
ington she readily admitted, “Sure, 
I only gave you references which I 
knew would give me a good recom- 
mendation. Wouldn’t anyone else 
have done the same?” On my ap- 
plication I had requested four ref- 
erences; four references is what I 
received. One of the four had known 
the truth; the other three had had 
no direct contact or observation of 
the applicant except to know her 
socially as a fine person. Yet all had 
described her as alert, polite and an 
intelligent employee whose work 
was neat and carefully handled. Her 
personality was described as friend- 
ly and morally above reproach. All 
recommended her highly. 

I later met the person who had 


known the truth. Her justification 
was, “I thought the change would 
do her good and that she would 
break herself of the addiction.” 


Why References 


I give this example to illustrate a 
point every administrator or per- 
sonnel manager should be aware of 
but one which is largely ignored. 
This is the fact that references listed 
on an application are for the most 
part worthless. 

There might be those who would 
disagree with this statement on the 
grounds that an applicant who has 
integrity and is honest, loyal; and 
reputable would have and give 
valid references. 

If so, then why do we ask for a 
reference? 

It should be for the sole purpose 
of obtaining an impartial, objective, 
unbiased and just evaluation of the 
person’s ability, knowledge, initia- 
tive, attitude, quality of past per- 
formance, cooperativeness, emotion- 
al stability and moral turpitude. 

It should not be a glowing report 
from a friend, uncle or accomplice 
who wants to see “Joe” get ahead 
and settled in a good position. Yet 
these are the very sources we often 
contact to get an evaluation of 
“Joe’s” ability. We go through the 
routine of satisfying our conscience 











that we have “investigated.” We 
nourish our ego and assure our- 
selves that we are employing the 
best possible people for our institu- 
tions. The severe shortage of para- 
medical personnel has not helped 
this situation since capable em- 
ployees and persons of integity are 
not always available. 


Ask Questions 


When investigating an applicant 
we should ask ourselves why this 
person is interested in a change. Is 
it an advancement? Is it for mone- 
tary reasons? What advantages does 
this position have over the one ap- 
plicant is leaving? 

We should use our intuition and 
eliminate all doubts as to motives. 
We should look objectively at the 
questions of—why, this hospital; 
why, this community; what attrac- 
tions or advantages do we offer in 
the hospital or community to in- 
terest this person? Do not be afraid 
of investigating too carefully and 
searing off the applicant. Only the 
questionable applicant is afraid of 
scrutiny. 

The severe shortage of person- 
nel has given us a tendency to look 
the other way, to fill the vacancy 
for the moment and then hope for 
the best. 

Of course every applicant need 
not be given the fifth degree. The 
wife whose husband is transferred 
to town, the mother who seeks a 
college town that her children may 
be educated, the person who wishes 
to do additional college work while 
gainfully employed are all legitmate 
reasons for changing jobs. Beyond 
investigating the degree to which 
the applicant cooperates with co- 
workers, manners, appearance and 
emotional stability, little may be 
gained by a comprehensive probe 
into the past history. 

However, each community should 
be studied and thought of individ- 
ually as to the attraction it holds 
for incoming employees. Bona fide 
reasons for an employee to settle in 
one community may be totally lack- 
ing in another community. 

While there is no absolute meth- 
od of screening out the undesirable, 
the narcotic addict or the misfit, 
there are certain procedures that 
will help. 

1. Disregard the list of references 
given by the applicant. Check the 
key people in the organization where 
applicant is employed—the admini- 
strator, the personnel manager and 
then the department heads. Ask if 
they might know where else ap- 
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plicant has been employed. Check 
this with application showing list of 
previous places of employment. 

One applicant seemed perfectly 
legitimate until in the course of a 
telephone check, it was learned that 
the applicant had been employed by 
a neighboring hospital. A call there 
disclosed that she had been dis- 
missed on a narcotic charge. Ap- 
plicant had failed to mention she 
had been employed at this hospital 
and had covered the time involved 
by incorrect dates of employment at 
another hospital. 

2. Don’t depend on letters. This is 
usually the first mistake made in in- 
vestigating references. A few dollars 
in phone calls will be money well 
spent. The cost of turnover and re- 
cruitment comes high but penny 
pinching on the telephone check 
will only increase the turnover. 

Former employers and informants 
will give information on the tele- 
phone that they will not put in writ- 
ing. A majority of people will not 
put in writing their true experiences 
and knowledge of applicants for fear 
of being sued for slander and def- 
amation of character. This is a point 
on which the public needs to be 
educated. The courts hold that the 
giving of information from one per- 
son to another for the purpose of a 
reference, and where there is no 
malice or ill will intended, is a 
privileged communication and the 
giver is not subject to liability. 
However, most individuals who are 
aware of this do not like to take the 
chance of proving it in a court of 
law. Remember, the telephone is the 
best friend you have in reference 
checking. 


Check List for Use on Telephone 





3. Use a telephone check list. 
Know what you want to ask. Be 
specific. Vague questions will get 
you vague answers. Know as much 
as possible about the reference giver. 
What position does he hold and what 
relationship has he to the applicant. 
Has he had opportunity to actually 
observe the applicant's work and 
daily life? The selection of a refer- 
ence giver is the key to a true 
evaluation of the applicant. 

One of the telephone checks 
should be made to the applicant’s 
immediate superior. Ministers are 
often given for references. Be sure 
the answers are not from a Sunday 
morning observation only. The fol- 
lowing quotation from a minister is 
noncommittal but ambiguous to the 
point of assuming endorsement. “I 
am confident she can receive abun- 
dant recommendation as a person 
of sterling character and desirable 
personality.” Disregard an opinion 
such as this. It says nothing. 

The telephone check list should 
be a printed form with space after 
each question to write in the in- 
formation gained. It should show the 
applicant's name, the institution 
being contacted and the name and 


‘position of the individual being con- 


tacted. After completion it should 
be signed by the person making the 
telephone check and placed in the 
applicant’s permanent file. 

The telephone check list should 
be of reasonable length and should 
not include too much detail as to 
impose upon the person being con- 
tacted. 

At least two telephone checks 
should be made and the results 
compared to seek inconsistencies 
Please turn to page 68 


1. What were the dates of employment? 

2. In what position was applicant employed? 

3. What was the reason for termination? 

4. Was there evidence of excess drinking or similiar personal habits that 


interfered with applicants duties? 
5. Would rehire this applicant? 


You may be able to terminate your conversation at this point. 


6. What is applicant’s attitude toward work and does he have initiative? 
7. Is the quantity of work performed by applicant low, average, high? 
8. Is the quality of work performed by applicant exceptional, average, 


careless? 


siastic? 


9. Is applicant withdrawn, shy, disinterested, friendly, energetic, enthu- 


10. What is applicant’s appearance? Does he show cleanliness and neat- 


ness? 


11. Does applicant have any physical or mental defects that you know 


of? 


12. What has been the attendance record of applicant? 
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by Charles U. Letourneau, M.D. 


Hospital Drug Formulary 


Its Use and Abuse 


™ IT IS UNECONOMICAL to maintain 
in the hospital pharmacy a large 
stock of many brands of drugs which 
may have limited usage by any one 
physician. The hospital pharmacist 
is obliged to stock small quantities 
of several kinds of drugs for which 
the hospital must pay a higher price 
than if he were to stock only one 
or two brands of the same drug. In 
the latter case, he would be able to 
buy in bulk and could gain the ad- 
vantage of bulk prices provided, of 
course, that brand name drugs were 
equivalent in every respect to their 
generic description. 

There is definitely a problem of 
stocking and dispensing drugs in 
hospitals. No hospital can afford in- 
efficiency in its pharmacy—espe- 
cially in these days when some peo- 
ple complain about the cost of hos- 
pital care. But the problem is one of 
hospital administration and medical 
staff organization. There can be no 
short cuts in its solution. It gets 
back to the use of the hospital drug 
formulary. When the late Doctor 
Malcolm T. MacEachern headed the 
hospital approval program of the 
American College of Surgeons, he 
used to insist that every hospital 
have a drug formulary and an active 
Pharmacy Committee. Perhaps the 
Joint Commission on Accreditation 
of Hospitals should again insist upon 
a hospital formulary. 

In some hospitals, the medical 
staff has ignored the importance of 
the formulary or has not wanted to 
put forth the effort that is required 
to maintain a good formulary. This 
is unfortunate, but even when the 
medical staff is uncooperative there 
is a ready-made American Hospital 
Formulary Service published by the 
American Society of Hospital Phar- 
macists that only needs to be kept 
up to date by the pharmacist and 
reviewed now and again by the 
Pharmacy Committee. Copies of this 
book can be kept on every nurse’s 
station and examining room in the 
hospital. The prescribing physician 
does not have to remember any- 
thing—he can always look it up in 
the book. The argument that generic 
names are impossible to remember 


thus falls of its own weight—the 
physician can always look up the 
equivalent of a brand name if he 
has a formulary handy. 

In some hospitals the formulary 
is a wallet-sized loose leaf booklet 
which a doctor can carry in his bag 
or pocket if need be. Such a one is 
that of the Montreal General Hos- 
pital which, though of great antiqui- 
ty, is regularly kept up to date with 
revisions. Absence or misuse of a 
hospital drug formulary is a mark 
of administrative incompetence. All 
that the administration has to do is 
to insist upon a formulary system to 
achieve efficiency. 


Statement of Guiding Principles 


With such a well-tried and well- 
established instrument: of drug con- 
trol available to hospitals, it is diffi- 
cult to understand the reasoning be- 
hind the official action of the Amer- 
ican Hospital Association in recom- 
mending to its member hospitals the 
“Statement of Guilding Principles 
on the Operation of the Hospital 
Formulary System.”* This “State- 
ment” was also adopted by the Ex- 
ecutive Committee of the American 
Society of Hospital Pharmacists. 

The “Statement” attempts to 
change the right of the individual 
physician to prescribe for his pa- 
tient. The American Medical As- 
sociation, official representative of 
the medical profession in the United 
States, has not given its approval to 
it. For that matter, it was not even 
consulted. As late as March 1961, 
the “Statement” had not been 
brought to the official attention of 
the A.M.A. which may account 
for that body’s failure to react to it. 
This was a gross oversight, for there 
are some provisions of the “State- 
ment” which are open to question— 
to say the least. 

One questionable paragraph in the 
“Statement” is that listed under the 
title “Definition of Hospital For- 
mulary and Hospital Formulary 
System” which reads as follows: 





*Hospitals, Vol. 34, No. 20, p. 54, Oct. 
16, 1960. 
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“Under the formulary system, the 
medical staff member agrees that 
when he prescribes by proprietary 
name, he is (unless he otherwise in- 
dicates) authorizing the hospital 
pharmacist to dispense and the 
nurse to administer the same drug 
under its non-proprietary name ir- 
respective of whether it is or is 
not of the same brand referred to in 
the prescription or order.” 

Authority to prescribe a drug is 
vested by law in the person of the 
physician and it is very doubtful 
that he could delegate this power 
even if he wanted to do so. He can- 
not authorize a hospital pharmacist 
to dispense something else to a pa- 
tient than what he has prescribed. 
He may change his mind at the sug- 
gestion of the pharmacist but this is 
neither delegation nor authorization. 

This paragraph also deprecates the 
intelligence of the average physician 
by implying that he does not know 
what he is doing when he is pre- 
scribing for a patient. For example, 
if a physician prescribes a drug by 
the brand name “Brandone” the 
“Statement” gives to the pharmacist 
the right to infer that the physician 
does not really want “Brandone” 
and that he may give to the patient 
whatever he has in stock which the 
pharmacist feels corresponds to 
“Brandone”. It may be under an- 
other name and from another man- 
ufacturer but this becomes the phar- 
macist’s prerogative to decide. 

If the physician really does want 
to prescribe “Brandone” he must al- 
so include words which say, in effect 
—I really mean “Brandone”. When 
this happens, the pharmacist must 
give the patient “Brandone”. This is 
a great deal like the old boy scout 
game of “Simon Says”. The order 
does not count unless the prescrip- 
tion also includes a “Simon Says”. If 
there is no “Simon Says”, then the 
pharmacist may substitute his own 
judgment for that of the physician. 

Some have argued that the physi- 
cian, by his appointment to the med- 
ical staff of a hospital, surrenders 
his authority to exercise judgment 
in the selection of drugs to his col- 
leagues who are on the Pharmacy 
Committee of the hospital. If this is 
good law, then the members of the 
Pharmacy Committee must also ac- 
quire the responsibility that goes 
with the authority. They should as- 
sume liability for any damage which 
may result from their decisions. 
They are, in effect, selecting drugs 
for patients whom they have never 
seen. Pharmacy Committee mem- 
bers might then suffer liability if 
there was an adverse reaction from 
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a drug which was something else 
than what the physician prescribed. 

Supposing such an incident did 
happen! Is the pharmacy committee 
acting on behalf of its individual 
members or on behalf of the hos- 
pital? Obviously it is not acting on 
behalf of the medical staff for this 
body functions in the hospital in an 
advisory capacity only. As a collec- 
tivity, the medical staff cannot be 
sued. Only its members can be sued 
individually. 

If the practicing physician pre- 
scribes one drug and the pharmacist 
gave the patient another drug which 
resulted in an adverse reaction, the 
practicing physician could hardly be 
held liable for the drug which was 
dispensed to the patient. Who, then, 
would be liable? If we absolve the 
practicing physician, the choice is 
between the doctors on the phar- 
macy committee, the pharmacist and 
the hospital. The question is aca- 
demic at the moment but may be- 
come very real. 


Validity of ‘‘Guiding Principles’’ 


If the “Guiding Principles” are 
valid in law for use in the hospital, 
and if they are really in the public 
interest, then why not broaden the 
principle to include dispensing drug 
stores? Would it not be of greater 
service to the public to vest pre- 
scribing authority in the county 
medical society? A Pharmacy Com- 
mittee of the county medical society 
would then establish a formulary 
which would be issued to every 
pharmacy and drug store within the 
area of its jurisdiction. Any physi- 
cian who prescribed a drug by its 
brand name would then expect to 
receive a similar drug of the phar- 
macist’s own choosing if it were 
sanctioned by the Pharmacy Com- 
mittee of the local medical society. 

But why not go further? Why not 
delegate to an agency of the state 
government the right to select the 
drugs that will be dispensed to the 
people in the state. Some welfare 
departments are reported to have 
done exactly this and to have stated 
what types of drugs that they will 
pay for. If a physician feels that it is 
in the best interests of his patient to 
prescribe something else, which is 
not approved, the welfare depart- 
ment will not reimburse the institu- 
tion or the druggist or the physician 
who provides the drug for the pa- 
tient. 

But as long as we are on our way, 
why not go right to the top? If it is 
a good thing for states to select 
drugs in this manner, might it not 


be an even better thing to have an 
agency of the federal government 
select the drugs to be given to the 
people, regardless of what the doc- 
tor prescribes? All drugs would 
have to be approved by some offi- 
cial in the federal government. If 
that official chose to purchase drugs 
in Denmark or in Italy, it would be 
mandatory for every physician in 
the United States to use those drugs 
and for every druggist to dispense 
those drugs regardless of what had 
been prescribed by the physician. 
And it could happen here! 


Validity of Prior Consent 


Guiding Principle Number Three 
states: 

“Tt is essential that the consent of 
each person who is authorized to 
write a presciption or medication 
order, including house officers, be 
obtained in writing so that the hos- 
pital may prove such consent.” 

A physician cannot consent to the 
usurpation of his powers of profes- 
sional judgment by another person 
who is not competent. There are 
some things to which a person can- 
not give a valid consent. A judge on 
the bench, for example, cannot con- 
sent to have his powers of judg- 
ment exercised by the clerk of the 
court nor can a husband legally 
consent to delegate his marital du- 
ties to another. A physican cannot 
legally consent to delegate his au- 
thority to prescribe to a pharmacist, 
a nurse or to anyone else who is 
unqualified. This license belongs 
personally to the physician and to 
him alone; it is extinguished with 
his death. 

Those who drafted the “Guiding 
Principles” may have been misled 
by the words “prior consent of the 
physician” which appear in some 
pharmacy statutes which treat the 
problem of substitution of drugs. 
One cannot give a consent unless it 
is informed and definite. In these 
statutes, “Prior consent to substitu- 
tion” means that the physician has 
been asked to change his mind and 
has changed the content of his pre- 
scription. Prior consent is not an in- 
struction to the pharmacist to give 
the patient “whatever you have on 
hand—or whatever you think is 
best.” This would be abdication of 
authority and might also constitute 
dereliction of duty to the patient. 
Such abdication might raise a pre- 
sumption of negligence. 

Guiding Principal Number Five 
states: 


“Each physician, upon accepting 
an appointment or reappointment to 
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the hospital medical staff, gives pri- 
or consent to the formulary system 
in signing an appropriately worded 
agreement to abide by the bylaws, 
rules and regulations.” 

This statement seems to imply 
that if a physician does not sign the 
agreement, he is not abiding by the 
bylaws, rules and regulations of the 
hospital. The question here, how- 
ever, is whether or not the hospital 
has the legal right to impose bylaws 
upon practicing physicians in the 
hospital which may be in violation 
of the Medical Practice Act of the 
state. Hospital bylaws must conform 
to the laws of the land. If they are 
in conflict with a statute or with 
the common law, the bylaws are 
ultra vires* the hospital. The hos- 
pital board of trustees has no right 
to exact such a consent from a 
physician as a condition of practice 
in the hospital because it is not 
within his competence to divest 
himself of this authority. 


Substitution 


Guiding Principle Number Seven 
states: 

“In the formulation of policies and 
procedures, the terms ‘substitute’ 
and ‘substitution’ should be avoided 
because these terms have been used 
to imply the unauthorized dispens- 
ing of a brand different from that 
prescribed or the dispensing of an 
entirely different drug, neither of 
which takes the place under a 
properly operated formulary sys- 
tem.” 

The inference is that if the word 
“substitution” is not used, the phar- 
macist may substitute a drug of his 
choice. Who is kidding whom? The 
dispensing of one drug instead of 
another which has been prescribed 
is substitution whether it is called 
by this name or not. There is no 
such thing as authorized substitu- 
tion. If it is authorized it is not sub- 
stitution; if it is not authorized or 
illegally authorized it is substitution. 
As our laws are presently consti- 
tuted, each practicing physician is 
licensed to prescribe the drug which 
his judgment dictates to be in the 
best interests of his patient and he 
must personally exercise that judg- 
ment in every case. 

Some may deny the inferences 
which have been drawn from the 
“Statement” but Guiding Principle 
Number Ten implies an unmistak- 
able intent to impose upon the 
practicing physician a restriction of 





*Beyond the powers of 
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his right to prescribe what he thinks 
is best for his patient. It states: 

“The pharmacist, with such advice 
and guidance from the Pharmacy 
and Therapeutics Committee as may 
be indicated, should be responsible 
for specifications as to quality, 
quantity and storage of supply of all 
drugs, chemicals, biologicals and 
pharmaceutical preparations used in 
the diagnosis and treatment of pa- 
tients, and for assuring that quality 
is not compromised for economic 
considerations.” 

This statement definitely estab- 
lishes the pharmacist as the party 
responsible for choosing the drugs 
to be given to patients in the hos- 
pital. The statement does say that 
he shall receive advice and guid- 
ance from a committee of physicians 
but advice and guidance are just 
that. They are not binding upon the 
pharmacist. It can be inferred from 
the wording of this guiding prin- 
ciple that the pharmacist is free to 
reject the advice and guidance of the 
committee and to choose the drugs 
he thinks best. It might not be pol- 
itic for him to do so but this prin- 
ciple would vest him with the final 
authority in the selection of drugs. 

Fortunately, Guiding Principle 
Number 12 provides a way out of 
this dilemma in which pharmacists 
and hospital administrators now find 
themselves so that perhaps the 
whole thing should be forgotten. It 
states: 

“In the absence of written policies 
approved by the medical staff rela- 
tive to the operation of the for- 
mulary system, the pharmacist must 
dispense the brand prescribed bear- 
ing in mind his professional preroga- 
tive to confer with the physicians 
should the prescribed brand be un- 
available.” 

And this is the way it has always 
been. The medical staff of any hos- 


pital has not the competence to 
formulate or approve any policy 
that will deprive a colleague of his 
right to prescribe a drug. Doctors 
in a medical society could not make 
such rules. Merely being on the 
medical staff of a hospital gives 
them no additional authority. There- 
fore, even if “Written policies ap- 
proved by the medical staff” are in 
effect, they are not binding upon a 
physician who is practicing in a 
hospital. 

Neither the medical staff nor the 
trustees have the right to enact reg- 
ulations in violation of the medical 
practice act of a state. The govern- 
ing body of a hospital can only take 
away from a physician a right which 
it has conferred upon him. It may 
take away the privileges that he 
enjoys to practice in the hospital 
but it cannot deprive him of the 
privileges conferred upon him by 
law by reason of his license to 
practice medicine. Not even the 
American Hospital Association can 
change the laws governing the prac- 
tice of medicine nor should it en- 
courage its members to violate 
these laws. 

A former employee of the Amer- 
ican Hospital Association, Alanson 
W. Wilcox, a distinguished attorney, 
was requested to write’a legal opin- 
ion which he did.* The most signifi- 
cant advice by this attorney is in 
the final sentence of his opinion 
where he gave a bit of legal advice 
which should be borne in mind by 
every hospital which feels inclined 
to follow the “Statement”. He 
wrote: 

“The initiation of a formulary 
system without adequate legal ad- 
vice is a hazardous undertaking.” 

Amen! 





*The Legal Basis of the Hospital Formu- 
lary System, Hospitals, J.A.H.A., Vol. 34, 
No. 20, p. 55, Oct. 16, 1960. 
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by Frank Gohr, R.S., M.P.H. 


Environmental Health and Safety 
School of Medicine 

University of California Medical Center 
San Francisco 22, California 





In hospital sanitation, I am 
obsessed with the idea that 
environmental sanitation cuts 
across department barriers, 
since its influence is felt 


throughout the hospital and is 
not restricted to a single de- 
partment or area—Frank A. 
Gohr, R.S., M.P.H. 
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What excuses do you hear for having a dirty can— 
in light of the inexpensive can liners available? 
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Water and Plumbing 


Normally the water supplied to a 
hospital is carefully checked and 
protected against hazards of con- 
tamination by the water purveyor 
or the local health department. But 
once the water enters the plumbing 
system within the hospital, the pro- 
tection of its potability becomes the 
responsibility of the hospital. It is 
ridiculous to protect the water sup- 
ply from its original source to the 
building and then to subject it to 
various hazards of contamination 
within the hospital itself. 

Unlike the hotel, office building 
or restaurant, the hospital has, in 
addition to the normal liquid wastes, 
materials which are deposited into 
the sewage system that may be 
highly pathogenic. Thus, any condi- 
tion which could allow a cross-con- 
nection of back siphonage from the 
sewage system to the water system 
is dangerous. In addition to the 
normal plumbing fixtures such as 
toilets, lavatories and sinks, hospi- 
tals have many specialized fixtures 
such as: sitz baths, bedpan hoppers, 
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autopsy tables, and hydrotherapy 
units which require special protec- 
tion. 

Field studies have proven conclu- 
sively that it is not uncommon for 
negative pressures to occur in build- 
ing water distribution systems as a 
result of breaks in the line, shut 
downs or abnormally heavy water 
use in one section of the building. A 
striking example was found in a 
hospital where no water could be 
drawn from a number of third floor 
fixtures when the washers in the 
laundry were being filled. 

Since vacuums can and do occur 
in water lines, it is essential that 
the water inlets to the fixture ter- 
minate a safe distance above the 
highest possible water level in the 
fixture. If this arrangement is not 
possible, backflow preventers must 
be installed. It must be remembered 
that backflow preventers are me- 
chanical devices which are subject 
to failure, and they must be tested 
occasionally. 

Overhead drainage lines should 
be located so that possible leakage 
will not cause serious consequences. 





How can a hospital have “sterile” linen 
with a tumbler coil like this in the laundry? 
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Sterilizers, dishwashing machines, 
refrigerators and food preparation 
equipment should not be directly 
connected to the building sewage 
system because of the possibility of 
a stoppage in the drain line result- 
ing in a backing up of the sewage 
into the fixture. Such equipment 
should have indirect waste connec- 
tions through an air gap. 

The following report will exem- 
plify this hazard. An investigation 
was made into the cause of death of 
several infants in a hospital. Among 
other things it was found that the 
autoclave in which the babies’ bot- 
tles were sterilized had a drainpipe 
leading to a service sink in another 
room. This drain was filled with wa- 
ter almost constantly, because for 
most of its length, it was lower than 
its outlet in the service sink. It was 
discovered that each time the auto- 
clave was turned off, the vacuum 
produced by the condensation of 
the steam after sterilization of the 
bottles, sucked back about 300 cc of 
water from the drainpipe through 
a leaky valve into the sterilizer. 
This water ran out the door of the 
autoclave when it was opened, into 
a pan on the floor, and frequently 
contaminated the nursing bottles 
and the hands of the attendant who 
took them from the apparatus and 
filled them. Whenever the outlet of 
the service sink was stopped up or 
the autoclave drain became sub- 
merged, the siphoning action of the 
vacuum would carry service sink 
contents into the drainpipe. Such 
material would from time to time 
find its way from the sink to the 
autoclave and to the bottles and the 
attendants’ hands.*® 
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Another often overlooked plumb- 
ing fixture is the humble floor 
drain. Often the drain is installed 
in anticipation of a wet cleaning 
method, but usually only a damp 
mop cleaning method is used, and 
this means that water is seldom, if 
ever, added to the drain. The water 
in the trap evaporates and allows 
sewer gas to enter the room. If floor 
drains are not used they should be 
sealed with a gasketed cover plate. 
Often drains are installed in toilet 
rooms as a precautionary measure 
in case of overflow of any of the 
fixtures, but unless these floors are 
washed with enough water to add 
water to the drain trap routinely, it 
becomes necessary for the custodial 
staff to periodically pour water 
down the drain to replenish the wa- 
ter seal. 

References: 36, 37. 


Waste Disposal 


The hospital has _ considerable 
quantities of waste which must be 
disposed of daily. Studies®* have 
shown that approximately six and 
a half to nine pounds of waste per 
patient per day may be expected 
from hospitals. These wastes may 
be garbage, paper and other com- 
bustibles, medical wastes, surgical 
and autopsy material, and noncom- 
bustibles such as bottles and cans. 
Much of this waste is noninfectious 
and can be handled, stored and dis- 
posed of by normal means. How- 
ever, a certain amount of the waste 
material must be considered po- 
tentially infectious and must be 
handled by special methods. 

Adequate handling, storage and 


disposal of hospital waste is im- 
portant for three main reasons: 


1. to prevent the spread of infec- 
tion within the hospital to patients 
and personnel, and outside the hos- 
pital to members of the community. 

2. to prevent the growth of rodent 
and insect populations. In areas 
where both storage and disposal are 
inadequate, waste materials offer 
both breeding and feeding sites for 
rodents and insects. 

3. to prevent the production of 
offensive odors and unsightly condi- 
tions which result from improper 
storage, inadequate waste container 
cleaning, and improper disposal 
practices. 

Many hospitals have shown re- 
newed interest in the handling and 
disposal of potentially infected 
wastes such as soiled dressings, 
sputum cups, nasal tissues, tongue 
blades and waste from clinic treat- 
ment areas. These wastes are often 
placed in paper bags which line the 
normal waste containers. These 
bags are removed from the con- 
tainer and the tops carefully closed 
prior to being placed in a larger 
collection container. When the 
larger container is full, it is taken 
to the incinerator, where the con- 
tents are dumped directly into the 
incinerator. One hospital?® made a 
study of the use of cardboard con- 
tainers, where the entire~ container 
and its contents can be incinerated. 
Caswell® emphasizes the importance 
of autoclaving dressings before dis- 
posing of them. He feels that if 
dressings are placed in a large can 
or bag carelessly, there is danger 
of its being transported all through 


The dirt-covered motor tumbler (left) and the 
bacteria-laden gutter and drain (below) 

in the main hospital kitchen 

might be good evidence in a “staph” suit. 
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When did you 
last survey your method 
of waste disposal? 


the hospital, and the bag may break 
and spread bacteria. 

Note should be made of the ne- 
cessity of providing washing facili- 
ties for all storage and collection 
containers, since these will invari- 
ably become soiled and contami- 
nated in use. All collection contain- 
ers should be thoroughly washed 
and steam-sanitized after emptying. 

Hurst et al#® have shown the 
hazards of careless use of refuse 
chutes in the hospital. They showed 
that the air within these chutes can 
be heavily contaminated, and that 
due to improper seals on the load- 
ing doors, this air can be injected 
back into the hospital proper. They 
recommended: chute design which 
will prevent the return of any chute 





air to the hospital; judicious consid- 
eration of materials which may be 
thrown down the chute and routine 
autoclaving of all disposable in- 
fected materials before discarding 
them. 

Negus,*! on the other hand, rec- 
ommends that refuse chutes not be 
used because of the difficulty of 
maintenance of the chute. 

References: 9, 13,'38-41. 


Linens 


Some authors*:® recommend that 
all linen from the operating room, 
delivery room, nurseries and isola- 
tion wards be routinely autoclaved 
before being sent to the laundry. 
Although it has been well shown 
that the normal laundering process 





(hot water wash, bleach and iron- 
ing) will eliminate the chance of 
survival of dangerous organism‘? 4° 
the autoclaving will prevent laundry 
personnel from coming in contact 
with the infected linen prior to its 
processing. But other authors** *° 
eliminate the sterilization process in 
favor of collecting infected linen in- 
to specially marked bags. The linen 
is taken to the laundry and placed 
directly in the wash wheel without 
any pre-sorting. 

Linen pick-up and delivery is 
critical in hospitals because of the 
ever present danger of linen be- 
coming contaminated by an undiag- 
nosed case of infection. In some 
hospitals, the same linen cart may 
be used to transport both clean and 
dirty linen. Needless to say, such a 


‘Let it be said at the outset that this is going to cost a lot of money. 
But, if we are serious about sanitation, we must accept greater costs 


just as we are forced to accept a burdensome defense budget.”’ 
—Joseph Blumenkranz, A.I.A. 
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oractice reinfects the clean linen 
with numerous organisms. 

The most expedient method of 
handling soiled linen is through the 
use of individual sealed impervious 
plastic laundry bags for each area. 
These can be dropped down the 
linen chute or loaded into a linen 
cart. The bags must be impervious 
to bacteria, otherwise the hazards 
of linen chute contamination, as de- 
scribed by Hurst et al*®, will result. 
Soiled linen should never be sorted 
in the hospital because of the hazard 
of bacterial dissemination. If sorting 
must be done prior to the washing, 
soiled laundry should be autoclaved. 


Blankets 


Perhaps the most controversial 
area in the whole cross-infection 
problem is the matter of blankets. 
These have long been suspected of 
transmitting organisms either di- 
rectly or via aerial dispersion. 
Starkey* remarks that blankets are 
famous for retaining large numbers 
of bacteria of all kinds and for dis- 
tributing them in lint. 

Because wool blankets cannot be 
washed at high temperature (in 
excess of 160° F.) they often retain 
large numbers of viable organisms. 
Several authors** 49 have tried using 
disinfectant rinses and have attained 
favorable results. Hurst®°® stresses 
the need for critical evaluation of a 
quaternary used for treatment of 
blankets, since certain detergents 
will interfere with the action of the 
quaternary ammonium compounds. 

Although treatment with tem- 
peratures over 212° F. wouid give 
best sterilization results, blankets 
now in use in most hospitals cannot 
withstand this treatment. Schwa- 
bacher*! made trials on three types 
of material: turkish toweling, a spe- 
cial cotton weave, and terylene (a 
synthetic polyester fibre). He found 
almost no bacteria after blankets 
of any of these materials had been 
washed at 212°F. These blankets 
were satisfactory in all respects ex- 
cept that cotton was more flam- 
mable than wool, and terylene more 
easily caused static electric spark- 
ing. 

Of major importance is the cleans- 
ing of blankets after individual 
patient use. Every patient should 
have clean, freshly-laundered linen 
and blankets. Long-term patients 
should have fresh blankets every 
two or three weeks.*? 

One hospital inaugurated. the 
practice of supplying each patient 
upon admission, with a clean blan- 
ket wrapped in polyethylene bag. 
While the cost of the bag was two 
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to three cents apiece, the favorable 
publicity was immeasurable. 

References: 3, 4, 9, 11, 12, 22, 
46-51. 


Pillows and Mattresses 


Pillows from infected patients 
should be autoclaved, or if the 
laundry is equipped with the ma- 
chine required, they should be 
laundered with treatment of feathers 
by live steam. 

Some hospitals have tried cover- 
ing their pillows and mattreses with 
a plastic covering, but have re- 
ported that patients complain of the 
noise caused by movement on the 
plastic. — 

The use of large ethylene oxide 
sterilizers would make it possible to 
sterilize such bulky items as pillows 
and mattresses.®? But this process is 
very expensive. 

The necessity of cleansing linen 
items will undoubtedly be with us 
for a long time. On the other hand, 
perhaps the laundry of tomorrow 
may be an incinerator. 

Studies are being made at the 
‘present time of potential use of dis- 
posable paper-base clothing and 
linens. Under trial are such items 
as: bed linens; surgeons and nurses 
caps, gowns, jackets, and trousers; 
floor uniforms and examination 
gowns; dental and patient bibs and 
surgical masks. The paper is re- 
inforced with interwoven cotton or 
linen fibers, in a layering principle, 
which can provide layers of specific 
function. Thus a surgeons’ gown 
can be fabricated so that perspira- 
tion can be absorbed. on the inside 
and blood on the outside. A water 
repellant or non-wettable inner lay- 
er would keep the two absorbent 
layers separate.>* 


Spotlighting Hospital Sanitation 
is in Four Parts 


March 1961 


Basic Sanitation 

Handwashing 

Housekeeping 

Floor and Wall Covering 

April, 1961 

Bathrooms 

Draperies, Curtains and Shades 
Ventilation and Air Treatment 
Space Needs 


Nurseries 
Food Service 
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Laundries 


Hospital laundries should receive 
more consideration in maintenance 
and design. Too often laundry op- 
erations are delegated to some dark 
dusty corner of the basement, with 
little regard to ventilation, lighting 
or maintenance. Since clean, bac- 
teria-free linens are recognized as 
an important part of hospital sani- 
tation, proper flow of linens through 
the laundry (from “dirty” towards 
“clean” areas), proper ventilation 
(from “clean” towards “dirty” 
areas), suitable separate sorting 
areas, more attention to removal of 
dust and lint, better wrapping and 


May, 1961 


Water and Plumbing 

Waste Disposal 

Linens 

Blankets, Pillows and Mattresses 
Laundries 

Aseptic Technique 


June, 1961 


Gowns 
Masks 
Disinfection and Sterilization 
Treatment of Special Equipment 
Costs 

When this series is completed the 
entire feature (including references) 
will be available in reprint form. 





In this hospital, part of the soiled linen shares 
quarters with an oil burner-forced air heater. 


handling, cleaner storage and de- 
livery should result. 


Aseptic Technique 


There are certain basic tech- 
niques, which although accepted 
and recognized as primary consid- 
eration, are often performed in such 
a haphazard manner as to negate 
their effectiveness. Letourneau’ 
states “From the practical point of 
view, the fuss about the antibiotic- 
resistant bacteria conceals the real 
problem, namely, the relaxation of 
aseptic and antiseptic precautions 
in the hospital.” 


Get your order in early—for early 
shipment. The reprint will be 24 
pages in length, and will be priced 
as follows: 


1-9 copies ........ each 50 cents 
10-24 copies ........ each 44 cents 
25-49 copies ........ each 39 cents 
50-99 copies ....... each 35 cents 


Please send payment with order to 


Reprint Editor 

Hospital Management 
105 West Adams Street 
Chicago 3, Illinois 
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Assistant Surgeon General Jack C. 
Haldeman is in his fourth year as 
Chief, Division of Hospital & Med- 
ical Facilities, U.S. Public Health 
Service, Department of Health, 
Education and Welfare. As chief of- 
ficer of the Hill-Burton program, he 
has been responsibile for more than 
$500 million in federal hospital con- 
struction grants. A native of the 
Northwest, Dr. Haldeman served as 
Executive Officer, Division of Hos- 
pital Facilities, in the state of Wash- 
ington, as well as Director of the 
Artic Health Research Center in 
Anchorage, Alaska, before joining 
the Department of Health, Educa- 
tion and Welfare in 1952. 


Dr. Haldeman, what aspects 
of Hill-Burton will most feel 
the impact of legislation con- 
cerning medical care of the 
aged? 


The immediate impact will prob- 
ably be felt by general hospitals, 
simply because we don’t have suffi- 
cient skilled nursing homes. That’s 
all the more reason why increased 
emphasis should be given to the 
construction of long-term care 
facilities at the present time. We’ve 
been giving a good deal of thought 
to the impact the health care pro- 
gram would have on nursing home 
beds. We feel the country would 
probably need about 500,000 addi- 
tional long-term care beds if the fi- 
nancial barrier to the care in skilled 
nursing homses were partially re- 
moved. We base this estimate not 
only on Hill-Burton state plans, but 
on the experience of Washington 
and certain other states which have 
fairly liberal public assistance pay- 
ments. 


This year, what amendments 
to the Hill-Burton Act are be- 
ing backed by your office and 
the Administration? 
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Hill-Burton 


and the “New Frontier” 


How will a new President and a new Administration affect the 


hospital and medical facilities construction program? What 


will be the impact of ‘‘eldercare’’ legislation upon Hill-Burton? 


Can Hill-Burton meet the nation’s desperate need for long-term 


care facilities? To find the answers, the Washington staff of Hospital 


Management interviewed Hill-Burton director Dr. Jack C. Haldeman. 


Hill-Burton amendments under 
consideration by the Administration 
have not yet developed specifically. 
However, the President has indi- 
cated that a number of amendments 
would be desirable. Perhaps the 
most important is that more atten- 
tion be given to modernization or 
replacement of our older hospitals. 
He has recommended that consid- 
eration be given to a proposal re- 
moving the present $1.2 million ceil- 
ing on hospital research. The Presi- 
dent has also recommended that 
greater emphasis be given to area- 
wide hospital planning—especially 
in more densely populated areas. 


How much research money 
are you shooting for? 


A goal of $30 to $40 million an- 
nually for the entire hospital indus- 
try is certainly reasonable and fea- 
sible. Right now probably less than 
$5 million, including $1.2 million of 
Hill-Burton funds, are spent an- 
nually for research. This is indeed 
a sad comentary on hospital re- 
search efforts, particularly when 
compared to other areas of big busi- 
ness. In the field of medical research 
more than $700 million is spent an- 
nually. The pharmeutical industry, 


for instance, devotes three to five 
percent of total sales to research. 
The conservative figure we are ad- 
vocating would only amount to one- 
half of one percent of the money 
now being spent for hospital serv- 
ices. Now as to how much Hill- 
Burton research funds would be in- 
creased, the specific recommenda- 
tion has not yet been decided. We 
would hope the amount would be 
substantial. 


Are there other changes being 
considered by your office? 


Well, recently we had an ad-hoc 
committee on developing principles 
for planning mental health facilities. 
They recommended that considera- 
tion be given to an addition to the 
Hill-Burton Act to provide a sepa- 
rate category for mental health fa- 
cilities, with particular reference to 
community mental health facilities 
such as psychiatric beds in general 
hospitals, and psychiatric clinics. 
Another important proposal I 
haven’t mentioned is an increase in 
funds allowed for long-term care 
facilities — primarily skilled nursing 
homes. The President recommended 
that the present authority be in- 
creased by $10 million, bringing the 
annual amount authorized for con- 
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struction of nursing homes to $40 
million. 


Many hospital leaders have 
thought it would be wise to 
allow states to interchange 
Part C funds (Hospitals and 
Public Health Centers) and 
Part G funds (Long-Term 
Care and Ambulatory Facili- 
ties) according to local needs. 
Is this being considered? 


We've given this a lot of consider- 
ation, and we would recommend that 
there be free transfer of the general 
hospital category (Part C) to Part 
G. But we would not recommend 
that transfer of G to C be authorized. 
Although the great demand is still in 
the general hospital category, we 
need to have more emphasis on 
long-term and ambulatory care fa- 
cilities. I think we are going to shift 
our emphasis gradually to more 
proportionate concern for long-term 
care and ambulatory facilities. 
Therefore, I think it’s necessary that 
we not allow these funds to be sub- 

‘ject to transfer. 


Under the present Act only 
“comprehensive” rehabilitation 
facilities may be built. Is there 
a chance the ‘Act might be 
amended to accept applicants 
who are only able to construct 
limited rehabilitation facili- 
ties? 


Yes, we are recommending an 
amendment which would remove 
the requirement that there be a 
comprehensive rehabilitation pro- 
gram in order to be eligible. Spe- 
cifically, an applicant could be el- 
igible if he has the medical aspects 
of rehabilitation plus one of the 
other useful services, such as social 
service. This would mean that phys- 
ical medicine departments of gen- 
eral hospitals would be eligible for 
Hill-Burton funds. 


What about the idea of com- 
bining the “nursing homes” 
and “chronic care” categories 
under Part G. Would this re- 
quire legislation? 


Well, we are recommending that 
both these categories be combined 
into a single category called Long- 
Term Care facilities. This would 
permit a little more flexibility in 
planning and would no doubt sim- 
plify administration of the program. 
Answering your second question — 
yes, this would take approval of 
Congress. 
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Would the proposed new cate- 
gory for rennovation and mod- 
ernization include only urban 
hospitals? 


No. There are modernization 
needs in rural areas too, and they 
would be eligible. But the greatest 
relative need for modernization is in 
the more densly populated areas. 


Have you estimated what it 
would cost to bring these older 
hospitals up to par? 


Last year we studied the cost of 
either modernization or replacement 
of existing facilities. Without the ad- 
dition of any new beds, the estimate 
was $3.6 billion. That was based 
upon the needs of the 25 largest 
metropolitan areas, with a sampling 
of the smaller cities. 


Do you think modernization 
and renovation would help re- 
verse the so-called move of 
general hospitals from the 
cities to the suburbs? Are 
older city hospitals being left 
“high and dry?” 


Certainly one of the biggest prob- 
lems we face in metropolitan area 
planning is the distribution of the 
facilities between the suburban area 
and the central city. There is a tre- 
mendous demand in these suburbs 
of large metropolitan areas for new 
hospital beds. I think there’s a dan- 
ger in some areas that they will 
overbuild. I personally have been 
recommending that where additional 
facilities are needed they be made 
satellites of the central city hos- 
pital. I think such satellite institu- 
tions can produce a more economi- 
cal operation as well as_ higher 
quality care. In some instances, what 
they really need, rather than beds, 
is an extension of the downtown 
hospital through a satellite diagnos- 
tic and treatment center and outpa- 
tient department. The physicians 
need these diagnostic services close 
to their offices, but they can pos- 
sibly get by with central city hos- 
pital beds. 


Is Hill-Burton construction 
moving faster than the increase 
in population? In other words, 
is Hill-Burton catching up 
with the nation’s need for 
medical facilities? 


Well, don’t forget that total an- 
nual hospital construction is about 
$1 billion, about half of which in- 
volves Hill-Burton projects, so the 





others are certainly essential. As 
for Hill-Burton we have been mak- 
ing a considerable amount of prog- 
res. in the general hospital cate- 
gory. We’ve not ouiy been building 
a sufficient number of beds to take 
care of the population increase and 
growing obsolescence, but we have 
had a net increase of about 7,000 
beds annually since the program 
began. However, not nearly so much 
progress has been made in the long- 
term care and mental hospital field. 
We are, if anything, losing ground 
in these areas. 


Do you think government 
should carry a larger portion 
of construction in Hill-Burton 
projects? 


Let me say this: in order to make 
a reasonable amount of progress in 
all types of facilities, as well as 
modernization, I think that the total 
annual expenditures for all hospital 
construction over the next 10 years 
should be increased from the pres- 
ent level of $1 billion a year to 
about $1.6 billion. I would suspect 
that it would be difficult to reach 
this figure without some increase in 
the amount of federal funds avail- 
able. 


Considering all the national at- 
tention given to our acute 
shortage of physicians, has the 
Hill-Burton administration 
gone out of its way to earmark 
funds to projects associated 
with medical teaching? 


Up until the present time a total 
of $379 million in Hill-Burton mon- 
ey has been utilized by hospitals 
having approved programs for train- 
ing of interns and residents. $106 
million of this is for university 
teaching hospitals. We don’t ear- 
mark special funds for this purpose, 
but we do permit states to give spe- 
cial priority to teaching hospitals on 
the assumption that the benefits 
from such a hospital accrue to the 
states as a whole. 


Has the shortage of physicians 
and trained hospital personnel 
slowed up the rate of hospital 
construction? 


No. We have a physician shortage. 
But we’re so far behind in the 
health facility field that we’ve never 
been held up because of a physician 
shortage. 


How many Hill-Burton hos- 
pitals have been constructed 
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with all five features of Prog- 
ressive Patient Care? How 
many have at least intensive 
care units? 


We haven’t tried to keep track of 
this. As a matter of fact, so many 
hospitals are incorporating one or 
more features of PPC that we do 
not have an accurate coun’ We do 
know that the most popular com- 
ponent being incorporated is the in- 
tensive care unit. A lesser number 
of hospitals are establishing self- 
care units, although some hospital 
administrators say they feel that 
when you install an intensive care 
unit you should also add a self-care 
unit to sort of balance the increase 
costs of the intensive care facility. 
The number putting in long-term 
care units is still smaller, and not 
too many hospitals have developed 
home care programs. I do think if 
care for the aged is passed under 
social security, many hospitals will 
be stimulated to install home care, 
since this is covered in the bill. All 
in all, I am extremely pleased and 
somewhat surprised at how rapidly 
the concept of Progressive Patient 
Care has gained acceptance. 


In a 1959 speech at New Or- 
leans you said: “I would like 
to think of the general hospital 
of the future as the focal point 
for both inpatient and outpa- 
tient care, as much concerned 
with the care of chronic and 
long-term patient care, and as 
readily available for assisting 
the physician with the care of 
his patient in the home as it is 
with assisting him in caring 
for patients in the hospital.” 
Does this mean you feel the 
trend toward specialization 
should be reversed — that the 
general hospital should be all 
things to all men? 


Well, I think we need more em- 
hasis on long-term care, ambula- 
tory care and home care and that 
the regional hospital center of the 
future should provide a wide spec- 
trum of community services. You 
get better coordination of health 
services and are better equipped to 
provide the patient a specific type 
of care. With our present shortage 
of adequate skilled nursing home 
beds we are caring for many pa- 
tients in a general hospital who 
could be quite adequately cared for 
in a less expensive facility. 


Do you think the average 
300-bed hospital should try to 
incorporate all these functions, 


MAY, 1961 


Current Status of Health Facilities and Projected Goals by 1970 








Existing 
acceptable Net Total Programmed 
facilities additions available medical 
1960 1970 1970 need* 
Inpatient Facilities 
(beds per 1,000 pop.) 
General Hospitals 3.43 0.50 3.93 4.45 
Mental Hospitals 2.60 0.50 3.10 5.00 
Long-term Care Facilities 1.49 1.00 2.49 4.65 
Outpatient Facilities 
(number of units) 
Public Health Centers 2,129 1,000 3,129 4,516 
Diagnostic and Treatment 3,598 1,000 4,595 4,960 
Centers 
Rehabilitation Facilities 1,089 400 1 489 





*According to Hill-Burton state plans. 


or should it remain a center 
for treatment of short-term 
illness? 


No, I don’t think every hopital 
should adopt every element of Pro- 
gressive Patient Care, but I cer- 
tainly feel our regional hospitals 
should. 


Has Hill-Burton endorsed the 
concept of the circular hos- 
pital? 


The circular hospital nursing unit, 
which I assume you are referring to, 
is still in an experimental stage. 
Like others, we are waiting to see 
how the studies come out. Right 
now we are neither recommending 
it nor not recommending it. 


Are you contemplating - any 
revision of the hospital design 
standards? 


We amend the standards from 
time to time. I don’t think there are 
any amendments of major signif- 
icance that are likely to be enacted 
in the forseeable future. 


The Senate Subcommittee on 
Problems of the Aging, chaired 
by Senator Pat McNamara 
(D-Mich.), has issued a re- 
port berating the nursing home 
industry for too many sub- 
standard facilities. Is this true 
im your opinion, or an exag- 
geration? 


I think the type of facilities in 
nursing homes, generally speaking, 
certainly leave a lot to be desired. 
But it’s hard to blame the nursing 
home operators for this. Half of the 
patients in nursing homes today are 
having their bills paid partly, or in 
total, by public assistance. As long 
as public assistance, as it is in many 
states, is less than $75 a month, it’s 
impossible to maintain desirable fa- 
cilities. 


unavailable 


Many people today, including 
Senator McNamara, are calling 
for federal nursing home 
standards. Do you feel they 
should be adopted? 


The idea of federal standards for 
nursing homes leaves me with mixed 
feelings. Traditionally this is a func- 
tion which should be performed by 
the states. However, many states 
have such low minimum nursing 
home standards that one would 
think that if they are going to be 
using millions of federal dollars, there 
should be at least some prescribed 
standards in order to protect the 
taxpayer’s dollar. With that in mind, 
the Kennedy eldercare program 
does recommend that the govern- 
ment adopt minimum standards for 
any nursing home wishing to par- 
ticipate. 


Would the Kennedy eldercare 
program also impose federal 
standards on participating hos- 
pitals? 


Yes, I think that would be the 
same as the provision for nursing 
homes. 


Under the present Hill-Burton 
program certain minimum 
federal funds must be given to 
each state. This is $300,000 a 
year for Part C, $100,000 for 
chronic care facilities, and 
$50,000 each for nursing homes 
and rehabilitation centers. Isn’t 
it possible, particularly as 
Hill-Burton nears completion 
of its goals, that this money 
could be sometimes given to 
states that don’t really need 
it at all? 


It’s an acadmic question at the 
present time, because there isn’t 
any state where we are even close 
to the time when a minimum allot- 
ment would be a surplus in the 
needs of the individual state. a 
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Propose Bylaws Amendments 


Changes in the Bylaws of the 
College that have been recom- 
mended by the Bylaws Committee 
and the Board of Regents were 
mailed to the membership recently 
for study and review prior to the 
General Membership Assembly in 
September, when action will be 
taken on them. 

The recommended amendments 
relate t6 admission and advance- 
ment in the professional society 
and have three major objectives: 1) 
to give a broader base for member- 
ship eligibility; 2) to enable course 
graduates to become members 
sooner; and 3) to up-grade Fellow- 
ship by emphasizing personal quali- 
fications rather than “automatic” 
advancement. 

Considered “moderately conserva- 
tive” by Regent Peter B. Terenzio, 
‘chairman of the Bylaws Committee, 
the recommended proposals, he 
believes, “Will meet the expecta- 
tions of the membership, and, at 
the same time, maintain the College 
as the professional society of the 
hospital administrator.” 


Plan Administrators’ Luncheon 


The College again will present 
its annual Administrators’ Luncheon 
during the Tri-State Hospital As- 
sembly. 

This year’s luncheon is scheduled 
for the Red Lacquer Room of the 
Palmer House on Monday, May 1. 

All registrants to the Tri-State 
meeting are welcome to this lunch- 
eon, which will feature a prominent 
speaker who will discuss a subject 
of interest to hospital administra- 
tors. wee 

Regent Delbert L. Price, adminis- 
trator of the Children’s Memorial 
Hospital, Chicago, will preside at 
the luncheon. 


Translate Manual into Spanish 


The College’s popular manual, 
The Administrative Residency in 
the Hospital, has been translated 
into Spanish under the direction of 
Dr. Antonio Rios Vargas, execu- 
tive coordinator of the Carrera de 
Administracion de Hospitales at the 
Universidad Nacional Autonoma de 
Mexico. 

The manual was initially pub- 
lished in 1953 by the College as “a 
guide to the objectives of residency 





a.c.N.a. activities 


training and a manual of methods 
of selection, orientation, instruction 
and evaluation for residents and 
preceptors.” 

For copies in Spanish of this man- 
ual, write directly to Dr. Vargas. 
His address is Av. Cuauhtemoc 330- 
20, Mexico 7, D. F. 


Seek Book Award Nominations 


Recommendations of books for 
consideration for the 1962 James A. 
Hamilton-Hospital Administrators’ 
Book Award are being solicited by 
the Book Award Committee of the 
College. 

Members of the College are urged 
to submit the names of management 
books published in 1960 which they 
feel merit review by the Committee, 
headed by Robert S. Hudgens, 
ACHA first vice president and di- 
rector of the School of Hospital 
Administration, Medical. College of 
Virgina, Richmond. 

To qualify for the award, recent- 
ly renamed as a tribute to Mr. 
Hamilton by alumni of the program 
he heads at the University of Min- 
nesota, the book must: 1) have 
meaning to the whole field of ad- 
ministration; 2) have made a valu- 
able contribution to the literature 
on administration; 3) give promise 
of making a significant impact on 
the advancement of administration 
as a science and 4) have been pub- 
lished in 1960. 


Announce Institute 


The College will present its 
Eighth Midwestern Institute for 
Hospital Administrators at the 
University of Colorado at Boulder, 
June 19-23rd. Tuition to this In- 
stitute is $35 for affiliates of the 
College; $50 for non-affiliates. 

That same month, June, the Col- 
lege will present a Regional Mem- 
bers Conference for Region 14 at 
the School of Public Health in 
Berkeley between June 12-14 and 
a Preceptors Conference at the 
same locale on the 15th and 16th. 

Regional Members Conferences 
are open to the membership in the 
Region for a nominal tuition, $15 
for the three days. There is no 
charge for the Preceptors Confer- 
ence. 

For more information on the 
Eighth Basic Institute or the two 
other meetings scheduled next 
month, write to the College. B 


42 For more information, use yellow postcard inside back cover. 
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Stop Faucet Leaks! 


% 9-in-10 washers are fastened with T00 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%& New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


+ NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


+ Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs “6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 
Act now! 






















Zone State 


be | 
8 J. A. Sexauer Mfg. Co., Inc., Dept. AF 51 § 
g 2503-05 Third Ave., New York 51, N.Y. ' 
| Please send mea copy of your Catalog ‘‘J’’ | 
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You can be sure that both 
you and your patients 

are always on the winning 
side when you pick 
Flex-Straw drinking tubes. 


You win because Flex-Straw 
is the original flexible straw 
that bends to any angle! 


ONE WHO 


NYOlemuslemercecturcney i 
Flex-Straw versatility. 
They’re safe, sanitary and 
disposable. Nothing to 
sterilize or break... just use 
and discard. Use them in 
iexeyeem elolar-vere mee) (om blepen rere 


You win because of new low 
Flex-Straw prices... now % 
low enough for use in all | 
wards. (And don’t forget 
about the new, gay pastel 
Flex-Straw colors for use in 
pediatric wards. Children 
love them. ) 


So, pick Flex-Straw and 
stay on the winning team. 
AY Koyucwrebole menleynemelenjeynectt. 
‘are doing it every day. 


The Original Golden Amber 


FLEZ-‘STRAW 


Ie ences aeeeteneanl 
Quality Drinking Tube 


1504 10th Street. Santa Monica, California 


Lesesencesanend 


X . . . . 
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Turkey Supreme (see recipe) has 
both an unusual taste and eye ap- 
peal. 





Olive Tartar Sauce (see recipe) 
adds an intriguing interest to fish 
sticks or filets. 





Peach Topping (see recipe) re- 
juvenates the meatloaf, the patient 
and the staff. 





Pancakes Palermo (see recipe) can 
be baked and filled long before serv- 
ing time, quickly reheated and 
topped with the remaining sauce. 


at 








food & dIeTETICS 


Sister M. Brigid, C.S.A. 


Putting “umpb” in Entrees 


Prepared By Ilma Lucas 


California Foods Research Institute 
One Drumm Street — San Francisco || 


@ THERE Is little difference between 
patients or employees in a hospital 
and people circulating around else- 
where, as far as eating habits and 
concepts are concerned. Show me 
the person who doesn’t eat with his 
eyes and respond to varied, good 
looking, colorful food, be it served 
on trays or otherwise. 

Salads and desserts often carry 
menu color and glamour, but this 
need not necessarily be so. Entrees 
could and should come in for their 
share of glory. A daily ordinary 
meat and potato routine becomes as 
monotonous in a hospital as it does 
at home. It takes but a very little 
effort to introduce needed and ap- 
preciated variation! 

Take meat loaves. They are easy 
to prepare and easy for patients to 
eat. But what a difference a few 
chopped pimientos in the mixture 
make! Croquettes are just croquettes 
unless they are served with a deli- 





Kabobs made of squares of luncheon 
meat, slices of green pepper and 
partially cooked whole onions, 
threaded on a skewer and broiled 
are high fashion. Serve with canned 
cling peach halves filled with cur- 
rent jelly for added taste and color. 


cate cheese sauce or sour cream sea- 
soned with dill weed. 

Stews, whether they be lamb, beef 
or veal are good food. Cooked with 
celery tops or sliced celery their 
flavor is greatly enhanced. Instant 
minced onion as a classic conveni- 
ence food, removes the “problems” 
that onions are likely to give, yet 
provides excellent, dependable fla- 
voring. 

Roasts may be glazed_to give in- 
terest, but they are best accented 
with a select vegetable. Broccoli 
with a lemon butter sauce, blue lake 
green beans with chopped roasted 
almonds, peas and carrots with a 
breath of caraway, sliced celery 
cooked in tomato sauce, candied 
carrots — all give tone and quality 
to servings of roasted meats. 

Chops and steaks whether inside 
of a hospital or out, always get a 
hearty welcome. Here, too, accom- 
paniments make an astonishing dif- 
ference. Lamb chops served with 
canned cling peach halves filled 
with mint jelly and broiled, veal 
chops cooked in sour cream and 
paprika, steaks with a browned- 
butter chopped ripe olive sauce 
glorify these entrees. And for em- 
ployees and some ambulatory pa- 
tients, there are crisp pork chops 
with apple rings. 

Meatless entrees aren’t nearly as 
hopeless as some people lead them- 
selves to believe. Cheese souffles 
are delightful, and even prepared in 
quantity they may be made not to 
“fall”. Fondues are equally delight- 
ful. There are innumerable delect- 
able meatless sauces for pastes such 
as noodles, spaghetti, lasagne and 
the like, that are quite as satisfying 
as meat. Cheese, tomato, canned 
mushroom soup, chopped ripe olives 
are some of the satisfying and pleas- 
ing ingredients. Noodles baked with 
sour cream, grated cheddar cheese 
and poppy seed are most delicious. 

Fish and seafood are not to be 
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overlooked. With large fish, when 
baking is possible, unusual stuffing 
variations help popularize this high- 
ly desirable protein. Whole meal fish 
salads for luncheon are most accept- 
able. A somewhat new combination 
of shrimp and desert grapefruit is 
proving tremendously popular. 

Fowl, especially chicken and tur- 
key, are good buys and practical for 
hospital food services. Chicken sal- 
ads or creamed chicken in “cream” 
puff shells are delightful and differ- 
ent. Calavo avocado half shells filled 
with chicken a la king, baked chick- 
en basted with white table wine, 
broiled chicken with a sprinkling of 
lemon juice — all give chicken a 
slightly different character, certainly 
a welcome variation. 

It might be a good idea to review 
entrees on hospital dietaries and see 
if a little more variation, a little 
more “uwmph” can be introduced so 
that they are more attractive and 
colorful and serve as good public 
relations for the hospital dietary de- 
partment. a 


Turkey Supreme 
24 servings 








Ingredients Amount 
Butter or margarine 4 oz (% c) 
Flour, sifted all-purpose 
3 oz (%4 c) 
Milk 1% qt 
Salt 2 tsp 
Worcestershire sauce 1% tsp 
Tabasco sauce ¥ tsp 
Cheese, sharp American, 
grated 10 oz (3 c) 


Turkey, thinly sliced cooked 3 lb 
Asparagus spears, frozen, 

cooked 3 lb 
Almonds, choped or ready diced 7 oz 

Melt butter and blend in flour. 
Stir in milk and salt, and cook, stir- 
ring frequently until mixture boils 
thoroughly and is thickened. Add 
worcestershire sauce, tabasco sauce 
and cheese, and stir over low heat 
until cheese is melted. For each 
portion arrange 2 ounces of turkey 
over 2 ounces asparagus. Top with 
1% cup sauce and sprinkle with al- 
monds. Broil until lightly browned 
on top. Serve at once. 


Peach Topped Meat Loaf 
30 servings 








Ingredients Amount 
Cornmeal 3 oz (1c) 
Non-fat dry milk 4 oz (1 c) 
Boiling water 1 qt 
Eggs 8 (1 2/3 c) 
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Salt 2 tbsp 
Mustard, prepared 4 tsp 
Worcestershire sauce 2 tsp 


Carrot, grated raw 1 lb (1 qt) 
Celery, finely-chopped 5 oz (1 pt) 
Onion, finely chopped 3 oz (% c) 
Beef, ground 4 lb 
Canned cling peach slices, 
drained 2 \% pt drained, or 
(2 - 1 lb 13 oz cans) 
Combine corn meal and non-fat 
milk; stir in boiling water, and cook 
about 1 minute, stirring constantly, 


until thick. Remove from heat and 
cool. Beat eggs with salt, mustard 
and worcestershire sauce. Add corn 
meal, carrot, celery, onion and beef 
and mix well. Spread evenly in 
greased baking pan (12 x 18 x 2 
inches). Bake in hot oven (400 de- 
grees F.) 30 minutes. Meanwhile 
drain peaches thoroughly. Remove 
meat loaf from oven and top with 
rows of peach slices. Bake 10 
minutes longer. Cut into squares 
and serve hot. 








Special Day! 


HOTEL 
INSTITUTION 
IN-PLANT FEEDING 
DAY 


Thursday, Oct. 12th 


FOR EVERY INSTITUTIONS’ 
EXECUTIVE RESPONSIBLE 
FOR MASS FEEDING! 


BAKING INDUSTRY EXPOSITION 


PAGENT OF PROGRESS - 
OCTOBER 7th thru 12th » CONVENTION HALL + ATLANTIC CITY 


This is the show for you, Mr. Institution’s Executive! 953 exhibits 
... 303 exhibitors... watch advanced baking techniques demon- 
strated...social events, too... planned for your education, in- 
spiration and enjoyment. An endless array of new ideas, ma- 


chinery, equipment, services and innovations... the very latest 
in the world of baking will be on display for your benefit. See 


you in Atlantic City! 


Sponsored by 
AMERICAN BAKERS ASSOCIATION 


re are| 


BAKERY EQUIPMENT MANUFACTURERS ASSOCIATION 


Make your reservations today ... for further information write 


AMERICAN BAKERS ASSOCIATION, 20 N. Wacker Drive, Chicago 6, Ill. 
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Pancakes Palmermo 
makes 24 servings 








Ingredients Amount 
Pancakes: 

Milk 3c 
Butter or margarine 1/3 ¢ 
Eggs, beaten 6 
All-purpose flour, sifted l%ye 
Baking powder 3 tsp 
Salt 1% tsp 
Filling: 

Ripe olives 2c 
Butter or margarine 1-1/3 c 


All-purpose flour, sifted 1-1/3 c 
Cream or undiluted evaporated 


milk 1 qt 
Chicken broth 1 qt 
White table wine 3c 
Swiss cheese, grated 1 qt 
Worcestershire sauce 2 tsp 
Parsley, chopped Wwe 


Salt and pepper tet 

Chicken, cooked and diced 2 qt 

Avocado slices ee 

Paprika 

Ripe olives for garnish Sn 
Pancakes: Heat milk and butter; 








Reprints suitable for framing available upon request. 





Today’s concept in patient handling... 


UNIVERSAL HOSPITAL BED 


CIRCOLECTRIC 


With the CircOlectric the patient can position himself, or be positioned easily 
for his own comfort, for nursing care, or as clinically indicated — at the flick of a 
button. Any patient you lift, turn, or transfer to and from bed can be better han- 
dled on the CircOlectric. Should be used for all orthopedic, neurosurgical, cardio- 
vascular, burns and many general surgery cases. Write for list of hospitals near 
you using the bed or ask for one on 30 day approval. 











SURGICAL AND HOSPITAL EQUIPMENT 


va 


420 ALCOTT STREET * KALAMAZOO, MICHIGAN 


48 For more information, use yellow postcard inside back cover. 








cool slightly and thoroughly beat in 
eggs, flour, baking powder and salt. 
Let stand at least 2 hours before 
baking so pancakes will be thin. 

Filling: Cut olives in large pieces. 
Melt butter, blend in flour; add 
cream, broth and wine and cook, 
stirring, until mixture is smooth and 
thick. Blend in 3 cups cheese, wor- 
cestershire sauce, parsley, and salt 
and pepper to taste. Mix 4 cups of 
the sauce with the chopped olives 
and chicken. Heat 6-inch frying 
pan; add butter or margarine and 
bake pancakes, using about 2 table- 
spoons batter for each, tilting pan 
so batter runs. Brown on both sides 
and lift to greased individual baking 
dishes. Put a spoonful of filling 
down center; roll pancake around it. 
Repeat until all pancakes are baked. 
Top each serving with avocado slice 
and pour remaining sauce over top. 
Sprinkle with remaining cheese and 
paprika. Bake in moderately hot ov- 
en (375 degrees F.) 15 minutes or 
until bubbly. Slip under broiler a 
minute or two to brown top. Gar- 
nish with additional avocado slices 
and ripe olives. 


Olive Tartar Sauce 
makes 3 pints 
24 (2-0z.) servings 








Ingredients Amount 
Ripe olives 1 pt 
Mayonnaise 1 qt 
Chopped sweet pickle, or 

relish, or dill pickle Wy ¢ 
Parsley le 
Finely chopped onion Wwe 


Cut olives into small wedges. Com- 
bine with all remaining ingredients. 
Serve with crisp fried fish. 


Safety Pamphlets 
Available 


® A NEW LEAFLET on garmet safety 
is available describing seven ways to 
reduce costly accidents due to de- 
fective work garments. In almost 
every accident, the costly mishap 
could have been prevented with a 
little care and know-how. This 
pamphlet has been developed with 
the cooperation of the National Safe- 
ty Council. 

Write for the two pamphlets “Sev- 
en Deadly Sins of Garment Safety” 
and “Selecting a Uniform” from the 
Institute of Industrial Launderers, 
1833 Jefferson Place, N.W., Wash- 
ington, D.C. There is no charge. ® 
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HOSPITAL MANAGEMENT’S 


monthly menus 


Citrus fruit juice 2 Grape juice 
Hot or ready to eat cereal Hot or ready to eat cereal 
Shirred egg Omelet 
Toast Toast 
a e 
Roast stuffed veal Beef roast 


Parsley buttered potatoes 
Peas and carrots 

Beet relish salad 

Butter pecan ice cream 


Oxtail soup 
Savory meat loaf 
Potatoes au gratin 
Fresh fruit salad 
Ice box pudding 


Oven browned potatoes 
Summer squash 

Beet and egg salad 
Norwegian prune pudding 


Bouillion 

Swedish meat balls 
Creamed diced potatoes 
Mexican salad 
Grapenut custard 


Kadota figs 4 


Hot or ready to eat cereal 
Link sausage 
Toasted English Muffins 


Individual meat pie 

Julienne carrots and ripe 
olives 

Orange watercress salad 

Raspberry ice 


Creole soup 

Cubed steak sandwich 
Potato chips 

Celery cabbage 

Cherry pinwheel-lemon sauce 
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Baked rhubarb 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Braised short ribs of beef 

Browned potatoes 

Zucchini, creole 

Avocado salad-Roquefort 
dressing 

Cranberry bread pudding 


Mushroom bisque 
Pork tenderloin 
Whipped potatoes 
Fiesta salad 
Apple Betty deluxe 





Pineapple juice 6 
Hot or ready to eat cereal 

Scrambled egg 

Toast 


Baked trout 

Parsley buttered potatoes 
French spinach mound 
Orange endive salad 


Applesauce 

Hot or ready to eat cereal 
Baked egg 

Toast 


Smothered steak 
New potatoes with chives 
French style green beans 
Oranye date salad 


Stewed rhubarb 8 


Hot or ready to eat cereal 
Omelet 
Toast 


Broiled spring chicken 
Mashed potatoes 

Cream style corn 
Radish rose-celery curls 
Refrigerator cheese cake 


Kadota figs 
Hot or ready to eat cereal 
Poached egg on toast 


Cushion roast of lamb 
Potato souffle 
Garden peas 
Lettuce-herb dressing 





Raspberry sponge Pecan bars Cherry cobbler 
* 
e * 8 
Hot vegetable juice 

Lentil soup Chilled fruit juice Cold sliced roast beef Creole soup 2 

Smoked salmon Toasted cheese - ham rollup Potato salad Jellied veal loaf 

Potato croquettes Cottage potatoes Piccalilli Lattice potatoes 

Strawberry aspic ring Tomato endive salad Old fashioned strawberry Stuffed celery salad 

Fruit bars Broiled grapefruit shortcake Butterscotch charlotte 
9 Pineapple tidbits 10 Fresh berries 1] Grapefruit half 12 Purple plums 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 


Scrambled egg 
Toast 


Yankee pot roast 
Golden brown potatoes 
Sauteed okra 

Tomato watercress salad 
Peach nut custard 


Vegetable soup 
Stuffed green pepper 
Cubed carrots 
Citrus fruit salad 
Silver cup cake 


Bacon curls 
Walnut coffee cake 


Braised sirloin tips- 
mushroom sauce 

Potato cakes 

Frozen broccoli 

Chutney relish 

Strawberry ice cream sundae 


Noodle soup 

Tongue and cheese sandwich 
Potato sticks 

Frozen fruit salad 

Oatmeal cookies 


Griddle cakes 
Syrup 


Calves liver with bacon 
Deimonico potatoes 
Creole celery 

Cabbage and carrot slaw 
Carmel sponge 


Swiss potato soup 
Hamburg pattie 
Corrbread krisp 
Tossed salad greens 
Rhubarb cream tart 


Buckwheat cakes 
Syrup 


Baked salmon with lemon slice 
Escalloped potatoes 

Broccoli 

Ambrosia salad 

Marmalade bavarian 


Alphabet soup 

Egg salad sandwiches 

Hash browned potatoes 
Tomato stuffed with cottage 


cheese 
Broiled grapefruit 








Apple juice ] 4 
Hot or ready to eat cereal 

Shirred egg 

Toast 


Beef a la mode 
Browned potatoes 
Diced beets 
Fresh fruit salad 
Coconut wafers 


Corn chowder 

Canadian bacon 

Lima bean casserole 
Macedoine salad 

Fruit whip-custard sauce 
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Grapefruit sections 

Hot or ready to eat cereal 
Crisp bacon 

Blueberry muffins 


Roast chicken-gravy 
Browned rice 

Whole kernel corn 
Asparagus cucumber salad 
Frosted strawberry cup 


a 


Cream of spinach soup 

California fruit plate with 
cottage cheese 

Fresh asparagus tips 

Pocketbook roll 

Chocolate pudding 


15 


Raspberry juice 16 
Hot or ready to eat cereal 

Bacon curls 

Raisin toast 


Stuffed flank steak 

Franconia potatoes 

Cauliflower au gratin 

Apple grapefruit pinwheel salad 
Rhubarb pudding 


Bouillon 

Meat pie with biscuit topping 

Vegetable relish salad and ripe 
olives 

Golden cake 


Fruit nectar 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Roast leg of lamb, currant jelly 
Potatoes rissole 

Wax beans 

Apricot macaroon salad 
Chocolate ice box cookies 


Vegetable beef soup 
Assorted Luncheon meats 
Baked fotato 

Tomato escarole salad 
Baked rice pudding 
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Grapefruit half 
Hot or ready to eat cereal 
Crisp bacon 
Orange coffee cake 

& 
Consomme with parsley 
Chicken a la king on noodles 
Golden glow salad 
Cornflake pudding 

 d 


Hawaiian ham slices 
Mashed potatoes 
Summer squash 
Chiffonade salad 
Banana cream pie 


Orange juice 

Hot or ready to eat cereal 
Poached egg 

Toast 


Meat balis-mushroom sauce 
New potatoes 

Julienne green beans 
Tossed salad greens 
Cherry — poly 


Chilled fruit juice 

Chicken sandwich on toasted roll 
Dutch potato salad 

Broccoli 

Apricot whip 


Orange slices 

Hot or ready to eat cereal 
French toast 

Preserves 


Curried shrimp and rice 

New green beans 

Peach half with cheese 

Chocolate marshmallow roll 
e 


Cream of asparagus soup 

Hot devilled eggs-tomato 
wedges 

Cottage potatoes 

Wilted endive 

Fruit cocktail 


Baked apple 

Hot or ready to eat cereal 
Canadian bacon 

Danish - twist 


Broiled lamb chop 

Mashed potatoes 

New whole carrots in cream 
Tomato aspic salad 
se” cream 


Vegetable soup 

Assorted meat and cheese plate 
French fried potatoes 

Cole slaw 

Peach halves 





Orange tidbits 22 
Hot or ready to eat cereal 

Oven French toast 

Jelly 


e 
Chicken, Southern style 
Buttered noodles 
Fresh green limas 
Banana nut salad 
Lemon lime sherbet 

* 


Potato pimiento soup 
Salisbury steak 

Corn pudding 

Indian relish 

Fresh berries in cream 


Grapefruit segments 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


Roast fresh ham 
Candied sweet potatoes 
Fresh peas 

Fruit layer salad 
oe ee 


Split pea soup 
Grilled weiners 
Lima bean casserole 
Garden salad 

Fresh fruit 


Stewed apricots 
Hot or ready tc eat cereal 
3 minute egg 
Toast croutons 
¢ 


Country style round steak 
Potatoes in jackets 

Sliced beets in orange sauce 
Tossed salad greens 

Date “pe 


Clear tomato soup 
Shepherds pie 

Brussels spouts 
Pickled crabapple salad 
Anglefood cake 
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Apple raspberry juice 
Hot or ready to eat cereal 
Crisp bacon 
Pecan roll 
* 


Cranberry coated ham slice 
Sweet potato surprise 
Buttered peas 

Citrus fruit pinwheel salad 
a pudding 


Celery soup 

Spaghetti with meat sauce 

Mixed greens; oil and 
vinegar dressing 

Royal Anne cherries 





Apricot nectar 26 
Hot or ready to eat cereal 

Scrambled eggs 

Toast 


ae 
Breaded veal cutlet 
Riced potatoes 
Carrots in cream 
Lettuce wedge-French dressing 
Peppermint stick ice cream 
ve 


Vegetable soup 

Grilled luncheon meat 
Baked potato 

Tomato watercress salad 
Orange chiffon tart 


Bananas in cream 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Golden crusted perch-tartar 
sauce 
Buttered potato balls 
Swiss chard 
Grated beet salad 
Gingerbread cup cake 
© 


Tomato clam soup 
Cheese rarebit with bacon 
Julienne vegetable salad 
Pineapple crunch 


Grape juice 

Hot or ready to eat cereal 
French toast 

Preserves 


& 
Spanish pork chop 
Mashed potatoes 
Summer squash 
Red and white cabbage salad 
Lemon custard in graham 
cracker crust 
é 


Bouillon 

Ham and cheese turnover 
Duchess potatoes 
Vegetable salad 

Date bar 


Orange slices 
Hot or ready to eat cereal 
Link sausage 
Swedish rolls 
e 


Chicken tricassee 
Ega noodles 
Fresh asparagus spears 
Green bean-radish salad 
Fruited gelatine- 
marshmallow sauce 
7 


Dixie chowder 

Lamb and vegetable casserole 

Carrot and raisin salad 

Strawberry short cake- 
whipped cream 





Stewed prunes 

Hot or ready to eat cereal 
3 minute egg 

Raisin toast 


e 
Baked stuffed bass 
Buttered crumb potatoes 
Pimiento wax beans 
Wilted lettuce 
Melon ball dessert 

e 


Split pea soup 

Sardines on toast-cheese sauce 
Shoestring potatoes 

Krispy relishes and ripe olives 
Cake top orange pudding 


Kadota figs 

Hot or ready to eat cereal 
Canadian bacon 
Butterscotch biscuit 


Pot roast of beef 
Chantilly potatoes 
Grilled tomato half 
Cheese ball salad 
Peach cobbler 

~ 


Consomme madrilene 
Turkey salad sandwich 
Lyonnaise potatoes 
Waldorf date salad 
Gelatine cubes 


Sliced bananas 
Hot or ready to eat cereal 
Poached egg 
Toasted roll 
e 


Mock chicken legs 

Whipped potatoes 

Harvard beets 

Celery cabbage 

Ice cream sundae 
c 


French onion soup 
Frizzled beef on rusk 
Baked Idaho potato 
Shredded lettuce- 

Russian dressing 
Cream puff 


Potatoes Turkeys 
Broilers and Fryers 
Canned Freestone Peaches 
Milk and Dairy Products 
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Elements Of Supervision 


A ttitude is important and is illus- 
trated by the story of two brick lay- 
ers. Asked what they were doing 
the one replied, “Laying brick.” The 
other answered, “I’m helping to 
build a cathedral.” The viewpoint 
and belief of a person makes all the 
difference in the world. The kind of 
a person and the quality of his life, 
both at work and away from work, 
is strongly influenced by his atti- 
tude. 

Nowhere is this more important 
and noticeable than it is in the case 
of you as supervisors. What we look 
for, we tend to find. One supervisor 
may have fairly fixed ideas about 
certain employees, and another may 
consider each of them on individual 
merit. One supervisor will look upon 
mistakes as total and permanent 
losses, while another views them as 
opportunities from which a great 
deal can be learned. 


Meaning of Attitude 


What is meant by the statement, 
“That employee has a good atti- 
tude?” It can mean a variety of 
things. It can mean that the person 
takes his work seriously, is neat and 
accurate in his work, accepts con- 
structive criticism and help, is loyal 
to the institution, and puts forth his 
best efforts each working day. It 
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by Lynn R. Timmons 
Department Training Director 
State of Ohio 

Department of Mental Hygiene 
and Correction 


can also mean a willingness to stay 
late without being asked when there 
is an emergency, accepting events as 
they occur, abstaining from fault 
finding, and maintaining a realistic 
viewpoint. It should also be added 
that an individual can have a good 
attitude and still differ with man- 
agement on policies and decisions, 
but outward actions and speeches 
of the individual show respect for 
the decisions made and cooperation 
in carrying them out. We can nar- 
row this down and say that the 
meaning of attitude is the “YOU” on 
the job. 

A definition of attitude is tied in 
closely with the meaning of attitude. 
We may define it as “the way a per- 
son tends to feel, or interpret a par- 
ticular situation.” An attitude is in- 
tangible; it is determined by an- 
other from the way a person acts 
or responds to situations. 


Our Own Attitude 


Keeping in mind the above com- 
ments, we can ask ourselves a few 
questions as a means of revealing 
our own attitude. 


Please turn to page 56 


Happenings 
’'Cross Country 


@ All members should have received 
our mailing about the forthcoming 
convention to be held May 4-5, 1961 
at the Morrison Hotel in Chicago. 
This year our program planning 
committee, headed by Esther Abbott, 
came up with an idea — “Let’s have 
a night-club tour.” The program 
committee has planned a four-stop 
tour which promises to be a great 
deal of fun for everyone aboard. We 
will be picked up at the door of the 
Morrison by bus and delivered back 
to the hotel when the tour is over. 
Get your reservations in now so that 
you will not be disappointed at the 
last moment. 


Mid-West Meeting 


Edith Pauline Johnson, National 
Treasurer; Esther Abbott, National 
Secretary and Betty Hanna, Execu- 
tive Secretary are planning to at- 
tend the meeting of the Mid-West 
Hospital Association. We hear that 
they have made reservations at the 
Alladin Hotel so why not plan on 
visiting with them while they are 
down there. Drop a note in the ho- 
tel mailbox or give them a call. 
They are going there to meet the 
members of the NaHcsP and to plan 
our next institute. Harriett Melland 
of Hutchinson, Kansas, who has 
been actively planning the central 
service section of the Mid-West 
meeting is also going to be at the 
meetings. It looks as if East, North, 
South and West c. s. personnel will 
meet at the Mid-West. So, look up 
our officers. 


Proposed Training Course for 
C. S. Supervisors 


We hope that you did not miss the 
proposed course for central service 
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supervisors mentioned in our latest 
newsletter. This is the very first 
course of this kind that has ever 
been set up. If you are interested be 
sure to send in your applications to 
NAHCSP headquarters, 60 E. Scott, 
Chicago 10, Ill. or Central Service 
Department, Clara Maass Memorial 
Hospital, Franklin Avenue, Belle- 
ville, New Jersey. PLEASE mark 
the envelope “Training Course — 
Central Services.” You might re- 
check the article for details if you 
are interested! 


Handbook for C.S. 


Wilma Leppert, chairman of the 
research committee, has written to 
all the members of this committee. 
It looks as though this manual is 
underway. Some more information 
about its contents is to be a part of 
the convention business. 


President-Elect? 


Be sure to mail your ballots in as 
soon as possible so that the new 
president-elect and  delegate-at- 
large may be announced. This year 
the entire membership has been 
polled and the results should be 
very interesting indeed. I am just a 
little curious — how about you? 

See you at the Convention! 0) 


Timmons 
Continued from page 55 


+ What is our attitude toward our 
own job? 

What part, if any, does status play 
in our attitude toward our job? 

+ What is our attitude toward 
doing our job? 

Are we total bosses? 

Do we have time and authority? 

Are we willing to stick our necks 
out? 

+ What is our attitude toward 
growing on the job? 

Are we interested in training as a 
form of growth? 


If we stop growing — where do 
we go? 

+ What is our attitude toward 
change? 


Do we resist it? 

Do we accept it reluctantly? 

Do we welcome it? 

+ What is our employees’ reac- 
tion to our attitude? 

We have said previously that an 
attitude is intangible — yet the at- 
titude we have as supervisors and 
managers can be an important ele- 
ment in the success or failure that 
we achieve. a 
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Report of Workshop — Part IIT 











Eva Buckingham, group leader, re- 
checks the conclusions of the group. 


& This is a continuation of a report 
started in the March Newsletter 
(pages 66 and 67 of Hospital Man- 
agement) and continued in the April 
Newsletter (pages 64 and 65 of Hos- 
pital Management). The workshops 
thus far presented were on “Edu- 
cation for C.S. Supervisors,” “How 
Many Persons in C.S. per Hospital 
Bed,” “How Do You Set Charges,” 
and “Should C.S. Be Under Ad- 


ministration or Nursing.” o 


C. S. Accounting — Whose Responsibility, 


C. S, Purchasing, Accounting? 


group leader: Eva Buckingham 


President 
NAHCSP 


@ In this group, hospitals repre- 
sented were from 150 to 650 beds. 


1. Procurement of supplies — 
main sources 


a) Hospital stores 
b) Purchasing 


2. Two types of accounts used in 
c. s. department 


a) One for expendable 

b) One for nonexpendable items. 

Lines of authority for purchases 
in central service include nursing 
service, administration or a com- 
bination of both. Nursing service be- 
comes involved because of the prob- 
lems in evaluating the usability of a 
product and because of the cost con- 
cern of administration. 


3. Discussion of lines of authority 


a) Method 1—C. S. writes pur- 
chase order, administrators sign and 
purchasing agent keeps. 

Advantages are Expedites the re- 
ception of products and Prevents 
purchase of unsatisfactory material. 

Disadvantage is Nursing has no 
say in evaluation. 

b) Method 2—C.S. writes pur- 
chase order, director of nursing 


signs, administration signs, purchas- 
ing agent keeps. 

Advantage: 
screening. 

Disadvantages are Too many chan- 
nels and Too much time wasted. 

c) Method 3—C. S. writes pur- 
chase order, director of nursing 
signs, purchasing agent keeps. 

Recommended as method of 
cheice. 


Careful, thorough 


4. Difficult aspects in purchasing 


When purchasing agent does all 
purchasing without consultation 
from c. s. or nursing service some 
unsatisfactory products may be ac- 
quired. 


5. Patient charges — 
whom? 


set by 


a) Administrator (four hospitals 
out of seven). 

b) Administration, accounting, 
central service (two hospitals out of 
seven). 

c) Comptroller (one hospital out 
of seven). 

Five hospitals make out and send 
their own charges through to office. 
Two hospitals have secretarial help 
to do this. 

Clerical help should be employed 
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in c. s. where 50 percent of the 
requisitions are charge requisitions 
or where the size of the hospital 
warrants it. 

Oxygen therapy charges should 
not be the responsibility of c. s. 
supervisors. This duty should be 
delegated to the inhalation therapist. 


6. Budget 


Two hospitals out of seven oper- 
ate on a budget. 

Five hospitals out of seven have 
no budget. 

The c. s. supervisor should control 
the budget. This would give better 
control of inventory and would cre- 
ate interest in shrewd purchasing; 
cost of products must always be in 
the supervisor’s mind to maintain 
an efficient department. 10 








Josephine Brown Duggan, 
Tulsa, Okla., participated 
actively in the discussion. 


Founder of NAHCSP 

Assistant Director 

Little Company of Mary Hospital 
Evergreen Park, Illinois 


© Group represented hospitals of 
approximately 300 beds. 






Consensus 


Mary Helen Anderson was 
one of the most popular 
group leaders. 


Always start with a good product 
when making study. Work flow 
charts are helpful. 


Mary Helen Anderson discussing the workshop conclusions with 
Dan Roop, Engineering Consultant from Memphis, Tennessee. 
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eitenzahl, Watts Hospital, Durham, 
N.C. telling Betty Hanna, executive sec- 
retary, about the successful workshop. 


Otto S 


group leader: Mary Helen Anderson 








Disposables — Do They Save Money? 


Tell employees study is being 
made. 

Many hospitals using disposable 
needles but few using disposable 
syringes. 


Conclusion 


Perhaps too costly at this time; 
larger syringes not practical; glass 
syringes less of a problem to clean. 

Points to be considered when dis- 
cussing disposables: 

a) Safety of patient. 

b) Cost to hospital. 

c) Tiresome procedure of clean- 
ing. 

d) Storage and disposal. 


The Switch 


Approach to consideration of the 
“switch” to disposables. 

1. Identify a need for a change or 
describe an obvious advantage. 

2. Scientifically study the present 
product. 

a) Effect on patient. 

b) Cost to hospital. 

c) Working conditions in central 
supply. 
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Members of the group thinking up items they would like to 


disposables. 


3. Present a definite report. 

4. Choose a reputable manufac- 
turer and a product which is “fin- 
ished” so acceptance will be more 
certain. 

5. Train all personnel involved in 
use. 


Consensus 


1. Disposable needles have proven 
themselves as a “must”. We rec- 


See 
ve 


have as 


ommend disposable needles for use 
in all size hospitals. 

2. Disposable syringes are not yet 
ready for wholesale acceptance. 

3. Disposable gloves are still ac- 
cepted only by some hospitals. 

4. The choice of disposables 
should involve a committee for cen- 
tral service composed. of a nurse, 
doctor, pharmacist and c. s. super- 
visor. 





as disposables. 


tracheotomy tubes 

liver biopsy needles 

long lifting forceps 

irrigation, enema and douche 
cans 

wash basins 

catheter trays 

bladder irrigation set ups 

gastric drip set 

Miller Abbott and Cantor tubes 

bedpans and urinals 

linens for isolation 

gowns (surgeons) 

hot water bottles and ice caps 

nipple and nursery bottles 

medicine glasses 





The group made up a list of c. s. 


items that they would like to see 


bulb syringes 

brode tip adapters 
three-way stop cocks 

all types of basins 

douche nozzle 

head halter 

B/P cuffs 

otoscope tips 

stethescope tips 

mouth pieces on telephone 
dish cloths 

cleaning cloths 

suction bottle stopper 
closed water seal drainage 
rubber rings and donuts 








Dates to Remember! 


May 4 and 5, Annual Convention, 
Chicago, for Members only! 

If you are not yet a member, make 
application to NAHCSP head- 
quarters, 60 E. Scott Street, Chi- 
cago, 10. 

Institute for C. S. Personnel, Kan- 
sas City, Missouri. Dates to be 
announced. 
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A number of your officers are 
planning to attend the Mid-West 
Hospital Association meeting. We 
would like to have an opportunity 
to meet those NAHCSP members 
who are planning to be in Kansas 
City at that time. Won’t you please 
drop us a line at headquarters, 60 
E. Scott Street, Chicago, so that we 
may make plans to get together. 


Letters to 
the Editor 


& During a meeting on safety, we 
discussed the Suggestion of the 
Month November nacsp Newsletter 
(The Elusive Oxygen Wrench) and 
found it extremely dangerous. A 
monkey wrench has moving parts, 
must be oiled and “oil and oxygen” 
just do not mix. Please refer to 
Army Medical Technical Bulletin, 
July-August, 1957, Volume 3 #4 
Pages 142-144 “Ferrous Fire”. We 
have tried this same thing and the 
entire apparatus caught fire. I sug- 
gest that you retract the item and 
inform Miss Mabel Hartley, the 
author, of the potential danger.— 
Washington D.C. 


Ed: Miss Hartley replies 

“We never use oil near O?. Our 
hospital uses only the double ended 
wrenches without any moveable 
parts requiring oil. Therefore, I 
would suggest the withdrawal of 
the “monkey wrench” which is more 
expensive anyway”. Further com- 
ments? 


& Unfortunately, I had to miss the 
recent N.A.H.C.S.P. Institute, due 
to a prolonged illness. The program 
sounded excellent and I am sure 
would have answered many of my 
questions. Do you have some re- 
prints of the program content avail- 
able. If so, would you please for- 
ward these materials to me?— 
York, Pa. 


Ed: We would have liked to 
make a tape report of this institute. 
But the cost of this is prohibitive. 
We will publish as much of the 
material as possible in our news- 
letter even though it is a consider- 
ably condensed version. Plan to 
come to the next institute in the 
fall in Kansas City, Missouri. 


& I am a new central service su- 
pervisor in a brand new hospital. I 
am most anxious to receive some 
material that would be helpful to 
me. Please advise me of what is 
available?—New York City 


Ed: We are enclosing Mary Helen 
Anderson’s Handbook for your con- 
sideration. Just be a little patient. 
We are now working on a central 
service manual which promises to 
answer most of the perplexing 
questions. But if you have any 
specific questions send them on and 
you will hear from our experts. & 
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As was the case with the admin- 
istrators, part of the question is not 
clearly settled in the minds of hos- 
pital pharmacists. Only 12.1 percent 
more pharmacists felt definitely in 
favor of hospital outpatient dispens- 
ing over those that were definitely 
against it (542% for—42.1% 
against). It is interesting, and may 
be significant, to point out here that 
hospital pharmacist opinion for out- 
patient dispensing ran almost identi- 
cal percentage-wise with that of the 
administrators (54.2% to 543%). 
This may be particularly significant 
because the hospital pharmacists 
with whom we communicated in our 


Outpatient Dispensing 


From the Hospital Personnel Standpoint 


Part Ill Conclusions 


by Daniel F. Moravec 
Pharmacy Editor 


est was at all less than that of the 
administrators was surprising if not 
disappointing to say the least. 


® THE DATA in the random sample 
collected from 500 hospital pharma- 
cists and 500 administrators ap- 
peared in the April issue of HOSPITAL 
MANAGEMENT. Now, what do these 
results mean? 

Response to the questionaire by 
administrators (81.6%) clearly in- 
dicates that the outpatient dispens- 
ing question is very important to 
them. However, the question is not 
yet settled in their minds because 
only 12.8 percent more administra- 
tors definitely favored hospitals dis- 
pensing outpatient prescriptions 
over those who were definitely 
against it (543% for — 41.5% 
against). This lack of clear-cut 
united opinion reflects several im- 
portant factors that are inherent in 
hospital background. 
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As far as refills are concerned, the 
results indicate quite definitely that 
administrators are against refilling 
prescriptions originating in their 
hospitals (61.3% against and 29.4% 
for). Here again there are inetltniade 
ing factors that must not be over- 
looked in analysing hospital outpa- 
tient dispensing opinion from the 
standpoint of hospital administra- 
tors. 

The response to the questionnaire 
by hospital pharmacists was 13.2 per 
cent less than that of the adminis- 
trators (68.4%—81.6%) which at 
first glance seems to indicate con- 
siderably more interest in the out- 
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six sizes, 
a thousand and one uses 
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patient question by administrators 
than hospital pharmacists. However, 
' 6.2 percent of the pharmacists polled 
did not receive the questionnaire 
because of address change, etc., and 
only 0.6 percent of the administra- 
tors failed to receive theirs. Had this 
6.2 percent of the pharmacists re- 
ceived their communications and 
answered them, and had the 0.6 
percent of the administrators done 
the same, then administrator re- 
sponse would have been only 7.6 
percent more than that of the hos- 
pital pharmacists. At any rate, the 
fact that hospital pharmacist inter- 
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The wide range of sizes of ‘VASELINE’ STERILE "PETROLATUM GAUZE 
U.S.P. gives it a thousand and one uses in the hospital and the office treatment 
room. As a pressure dressing in surgery... an occlusive dressing in burns.. 

an emollient dressing on dry and nonacute skin lesions . . . a packing in nose, eye, 
and ear procedures...here is a dressing convenient to use and of guaranteed, 
sealed-in sterility. 

Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes « 1/2” x 72” selvage- edged packing 

in heat-sealed foil envelopes « 1” x 36” strip... 3” x 3" pad, opening to 3” x 9” strip... 

3” x 18” strip...3” x 36” strip...6” x 36” strip 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is @ registered trademark of Chesebrough: Pond’s Inc. 
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For more information, use yellow postcard inside back cover. 








sample were completely independ- 
ent from the administrators con- 
tacted. (If a pharmacist and his ad- 
ministrator in the same _ hospital 
were sampled in this work it would 
have been highly coincidental.) 
Within their group, hospital phar- 
macists felt 49.4 percent more 
strongly against hospitals refilling 
outpatient prescriptions than did 
those who were for the practice 
(71.8% against—22.4% for). This 
overwhelming feeling of the phar- 
macists against refills was 17.5 per- 
cent more definite than was that of 
the administrators (71.8%—61.3%). 


This difference I am sure can be 
more easily explained than any of 
the others. 

Thus we find from our data sev- 
eral interesting conclusions: 

1. The question of outpatient dis- 
pensing is a very important one to 
hospital administrators and phar- 
macists. 

2. Members of both groups have 
not at this time conclusively decided 
in their own minds whether or not 
hospitals should dispense to outpa- 
tients. Majorities in both groups fa- 
vor it but the preponderance for 





CARDIAC ARREST 


CAN OCCUR 
IN Your HOSPITAL... 


Each year about 10,000 
patients face sudden death 
due to Cardiac Arrest. 






Cardiac Arrest. 


PM-65 with Electrocor- 
dioscope (optional) pro- 
vides preventive detec- 
tion and treatment of 








, 


Cardiac Alarm (Monitor) 
Model No. 54 — A visual 
and audible monitor which 
sounds alarm at onset of 
Cardiac Arrest. 


Portable Cardiac Pacemaker 
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For the possibility of Cardiac Arrest, whether on | 
the operating table, during post-operative 
recovery, on the ward with Stokes-Adams 
patients, or in the Cardiac Catheterization Lab- 
oratory, Electrodyne presents proven* instru- 
ments that provide preventive detection of any 
Cardiac Arrhythmia and completely automatic 
treatment in cases of Cardiac Arrest. 





*Developed in conjunction with Paul M. Zoll, M.D. 


Electrodyne D-72 
External Defibrillator 


Other combinations and associated instruments 
available — Write for complete information. 





| Pp, n 


P and Defibrillator 
Model No 43 








Separate units of Pacemaker 
and Defibrillator also available. 


gPtCtAUlsTS oy 


| Fermony 


Miniature All-Transist 











Model TR-3 


For more information, use yellow postcard inside back cover. 





outpatient dispensing by hospitals is 
not at all overwhelming. 

3. Both groups feel significantly 
more strongly against refilling out- 
patient prescriptions than they do 
for filling original outpatient scripts. 
Hospital pharmacists are more a- 
gainst refills than administrators 
are. 

4. A sample of this magnitude can 
be used to project a reliable esti- 
mate of what hospital pharmacists 
and administrators are thinking in 
terms of outpatient dispensing all 
over the nation. 


Why Caution? 


Why is there such caution about 
whether or not hospitals should 
dispense medicines to outpatients 
and why do administrators and hos- 
pital pharmacists feel remorse about 
refills? And why haven’t both 
groups definitely made up their 
minds? ¢ 

As was mentioned earlier in this 
discussion, such lack of clear-cut 
opinion about filling original out- 
patient prescriptions reflects im- 
portant and influencing factors that 
must not be overlooked in analysing 
our results. Such influences are in- 
fixed in the very backgrounds of 
the hospitals themselves as well as 
in the people who run them. Up 
until only a few years ago, most of 
the comparatively few hospitals 
that existed were in one way or 
another “charity” institutions. They 
required much less money with 
which to operate, and there were 
far less patients treated in hospitals. 
Hospitals were then able to manage 
successfully on endowments, tax 
supports and patient income. 

Conditions were such that hos- 
pitals were in competition with 
practically no one else. Because of 
tax exemptions and the like, it was 
generally considered dishonorable 
for hospitals to interfere with pri- 
vate enterprise of any kind, and 
they usually didn’t. Operating ex- 
penses were comparatively cheap 
and people who staffed them were 
readily available for little money. 
Patient care was not so highly de- 
veloped and its cost was compar- 
atively low. Salaries were down; 
medical interns served for board, 
room, laundry and_ experience; 
superintendents from other fields 
ran the hospitals, and retired re- 
tail druggists were in charge of the 
“Drug Rooms.” Drugs were com- 
paratively few and there was little 
pressure from industry on phy- 
sicians and pharmacists. There were 


Please turn to page 66 
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Can you afford 


to give away 


As hospital costs mount, it is becoming increas- 
ingly evident that the beneficiaries of hospital 
services—the patients—must assume their fair 
share of the costs incurred. For this to occur, the 
hospitals must be able to account scrupulously, 
either to the patients or to the various prepaid 
hospital plans, for all services and medication. 


Old-style injections too complicated 


Because accounting and billing for medication 
withdrawn from multidose vials has been so diffi- 
cult and time consuming, many hospitals have 
virtually been forced to write off the cost of 
common injectables or, at best, to estimate them. 
Yet it is clear that few hospitals can afford to give 
away medication or to rely on estimates, which 
are often unacceptable by the prepaid plans. 


TUBEX lets you charge fairly 


The TuBex system provides individual, unitized 
doses of medication in tamper-proof cartridge 
form. It’s an easy matter to keep track of medica- 
tion dispensed and administered. You know just 
what each patient received, and precisely how 
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medication ? 


much. And you can charge accordingly, with 


unassailable fairness. 


The need to charge accurately and as completely 
as possible is being met by the TuBEx system in 
more and more hospitals across the nation. Typical 
of the accolades the system has won is the follow- 
ing, excerpted from The Bulletin of the Parenteral 
Drug Association: 


The charge made to the patient should include all 
services rendered. When most of these services are 
built into the product by the supplier—guaranteed 
identified contents and dosage, guaranteed sterility, 
plus simplified record keeping and control—and in- 
cluded in a single purchase price paid to the supplier, 
there is no problem in justifying the charge to the 
patient. It is a charge that can easily be backed up by 
records, and it does not strain the credulity of any 
investigator.—Crohn, L.B.: The Bulletin of the Paren- 
teral Drug Association, p. 23, March-April, 1960. 


If you want to learn more 


Your Wyeth Territory Manager will be glad to 
give you all the details about the TuBex system. 
Or, write to Wyeth Laboratories, P.O. Box 8299, 


Philadelphia 1, Pa. 


For more information, use yellow postcard inside back cover. 
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“Bassicks”’ to help keep 


costs down, 
service up! 


Bassick casters and floor protectors can help cut equipment maintenance and 
operating costs, and save floors. Their non-marking wheels keep floors neater, 
cleaner, with less work. You’ll save on caster replacements—and the cost of re- 
placement, often more than the price of the caster itself. 
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Series ‘‘69’’...4” and 5” sizes for 
both regular and multiple position hos- 
pital beds. Inexpensive ‘‘shimmy damp- 
ener”’ available for utmost in low noise 
and firm support. Easy swiveling Series 
““69’s"”" also do an outstanding job on 
invalid walkers, utility carts, and X-ray 
machines. Other sizes down to 154”. 








Conductive casters .. . provide 
dissipation of static electric charges 
from equipment. Available in soft-tread 
Bassick ‘‘Baco’’ wheels in almost all 
Series ‘‘69"’ caster styles, they meet 
Interim Federal Specification FF-C-77 
requirements on electrically conductive 
casters. 134”, 2”, 3”, 4”, and 5” 
wheel diameters. 





New “‘No-Roc’’ glides . . . some- 
thing new for cafeteria, dining room or 
equipment tables. Bassick ‘‘No-Roc”’ 
table glides quickly and automatically 
adjust themselves for minor floor 
irregularities and end wobbly tables, 
forever. Designed for tables having 
four or more contact points and weigh- 
ing 30 pounds or more. 











New Nylon glides... for office, 
reception room, or natient’s furniture, 
new Bassick nylon-base glides can't 
rust, can’t corrode, can't stain floor 
coverings. Broad, resilient, nylon base 
provides greater floor protection, too, 
even for modern cork or asphalt tile. 














Learn more about Bassick casters and glides. Write for information. 1.31 
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Continued from page 62 


no sulfas, no antibiotics, no thera- 
peutic vitamins and literally no 
competition. People and _ hospitals 
got along. Hospitals operated and 
people lived and died in their due 
time, and what could be done was 
done. No one expected the medical 
miracles we do today, and health 
insurance was yet to be developed. 


Change 


However, times have drastically 
changed. Everything is as different 
as it was before and after the level- 
ing of Hiroshima. The Age was 
transmuted from mechanical to 
atomic; and business, industry, way 
of life and hospitals all changed 
with it. Hospitals have suddenly be- 
come very big business in a very 
competitive world. This had to be in 
order to keep up with everything 
else. 

People do not change as fast as 
the matters that motivate time and 
things and this, in my opinion, is 
the direct reason for so much in- 
decision on the parts of hospital 
pharmacists and administrators 
about outpatients dispensing of 
pharmaceuticals. Many of both 
groups still feel that they should 
not and cannot compete with pri- 
vate pharmacy in spite of the fact 
that all indications tell us that the 
day is not far off when this will 
have to be done. In fact, if the issues 
were faced squarely, there is even 
today mounting competition be- 
tween hospitals and private business 
and, for that matter, even among 
hospitals themselves. 


Personnel 


To realize this one has only to 
sit for a few hours in the personnel 
office of a hospital and examine ap- 
plicants for work; examine the 
records of those people presently 
employed and particularly those on 
the list of former employees who 
have left hospital work for jobs with 
greater income and better working 
hours in physicians’ offices, retail 
drug stores, shopping centers, res- 
taurants and the like. This is why 
hospital budgets are constantly go- 
ing higher and higher—competition 
for personnel with other businesses. 

Hospitals must maintain a cer- 
tain percent of occupancy in order 
to operate successfully, and because 
of this, they have established pub- 
lic and professional relations areas 
to insure the level of occupancy 
they need. In addition, all depart- 
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ments are being urged toward better 
patient and medical staff service so 
that occupancy level can be main- 
tained. Competition for patients to 
treat is greater, of course, in some 
areas than in others, but such inter- 
hospital competition is common- 
place today because of the great 
number of hospitals that have 
recently been constructed. Many of 
them have been built in compar- 
atively small areas and, as a result, 
self-survival has become inherent 
in the very make-up of the con- 
temporary hospital. 


Indecision 


These underlying facts about hos- 
pitals are the fundamental reasons 
why administrators and pharmacists 
are undecided in their own minds 
about competing with retail phar- 
macy in the form of outpatient dis- 
pensing. Because the change in the 
Age has not fully reached hospital 
administrative personnel, they are 
still reluctant to openly exploit out- 
patient prescription income. This is 
true even though consciously or un- 
consciously administrators and 
pharmacists are beginning to see 
that hospitals are being forced to 
compete in all other areas, especial- 
ly as far as their salary and supply 
expense budgets are concerned. 

Then when one adds to all of this 
the individual problems that the 
administrator has with local retail 
pharmacists (in many cases they 
are even on his hospital governing 
board), the private contributions 
made by retail pharmacists in order 
to even build the new hospital, the 
close political and social proximity 
that many retail pharmacists have, 
especially in smaller communities, 
and the countless other influences, it 
is no wonder that hospital adminis- 
trators are still in a mental dilemna 
regarding the dispensing of medi- 
cines to outpatients. It is no wonder 
that administrators believe rather 
conclusively that their hospitals 
should not dispense refills to out- 
patients. 

As far as hospital pharmacists are 
concerned, the great majority of 
them have retail pharmacy roots. If 
one analyzes the situation maturely, 
it certainly is not too surprising that 
their basic loyalties are retail in- 
duced. It hasn’t been too long ago 
that retail pharmacy was the big 
thing that inspired pharmacy stu- 
dents. Such heredity is still seated 
in the minds of most hospital phar- 
macists because it is the retail from 
which they came. To compete with 
retail is yet incompatible with their 
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At Akron City Hospital a 
drawer is assigned to each 
patient on the floor. 
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FREE CATALOG of A-M cabinets 
for storing small articies 


Savings in time and space can help your hospital become better 
organized and more efficient. 


Akro-Mils small article storage cabinets can be used in supply 
rooms, offices, operating and emergency rooms, and nurses sta- 
tions. Perfect for storing surgical tools, supplies, drugs, office items 
and other small articles. 


CONTENTS ALWAYS NEAT, SANITARY AND VISIBLE 
A-M WRITE FOR FREE CATALOG 


AKRO-MILS CABINETS 
Box 989-HM4 a Akron 9, Ohio 
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at a revolution in doctors’ paging, combining both voice and “beep” signal 
in one wireless, instantaneous, completely personal system. It is vastly more effi- 


cient than any similar system yet devised. It immediately obsoletes chimes, buz- 


zers, lights, bells, loudspeakers. It is only 5 ounces light. No radio signals interfere. 


It is less costly to buy and run than any other comparable electronic paging system. 


It will perform superbly for years on inexpensive, re-chargeable batteries. It is 
incredibly sturdy, and transistorized to require virtually no maintenance. Designed and 


produced by one of England’s premier electronics concerns for hospitals, it is widely 


doctor martin... 
emergency... 
ward B 


Multitone of Canada, Ltd., Dept. 4 


* wireless system. 
130 Merton Street e 


nae strenadate the world. This is MULTITONE PERSONAL CALL 


$ Please send me your 8-page brochure giving all 
«the facts about the Multitone Personal Call 





Toronto 7, Ontario, Canada + Name 


Position 








Today — return this coupon for all the facts. : City : Zone. State. 
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CorE 


SERVICE AND 
DRAIN LINE 


CLOGGING 
WITH 
SANFAX 222 LIQUID 


and 
SANFAX 222 


with ZOTOL (powder) 


Removes any organic impediments 
grease * rags * matches * paper 
hair * blood + feathers * vegetable 


& meat refuse * All forms of trash 


SANFAX 222 liquid packaged 
in handy, unbreakable plastic 
containers in two convenient 
sizes .... quart bottles and gal- 
lon bottles. 


SANFAX 222 with ZOTOL 
(powder) packaged in sturdy 
metal gallon cans. 


x 


® 





P.O. BOX 604 
ATLANTA, GEORGIA 
ATLANTA, CHICAGO, SAN FRANCISCO, TORONTO 











very pharmaceutical foundation. It 
is no wonder then that there is con- 
fusion in their minds about out- 
patient dispensing. 


Outpatient Dispensing 


These are our explanations. In 
summing up the results, we cannot 
circumvent the facts that tell us 
pharmacy is changing, hospitals are 
changing, business trends are 
changing and no matter where the 
roots may once have been, hospital 
administrators and pharmacists now 
are all being forced to decide about 
outpatient dispensing. It is impor- 
tant that members of both groups 
individually choose where their 
duties now lie. Old ideas, prej- 
udices, loyalties and misconceptions 
that may exist must give way to 
modern business practices in hos- 
pitals. This, of course, means more 
efficient and reliable hospital ad- 
ministration and it exemplifies 
modern progress in patient care. 
The outpatient dispensing question 
is just one of the many that must be 
faced in the light of a new and dif- 
ferent concept that is quite revolu- 
tionary. It must be faced squarely 
and practically in respect to the 
present and especially in terms of a 
future which may be closer than we 
realize. & 


Hisle 


Continued from page 30 


between references. If we use only 
one, we may receive a one-sided 
opinion that does not represent an 
honest evaluation of the applicant. 

We want to eliminate the undesir- 
able applicant but at the same time 
be sure that we do not lose a desir- 
able employee. We must keep an 
impartial view of an applicant until 
all the facts are gathered. A me- 
thodical investigation and an open 
mind will insure fairness to both the 
applicant and to the institution we 
represent. 


Who Is Informant 


In analyzing the applicant, re- 
member to analyze the informant 
also. In many cases personality con- 
flicts play an important part in the 
reference check. In rating an em- 
ployee the informant is subject to 
many influences that have little to 
do with the actual merit of the em- 
ployee. Remember that every person 
has his own prejudices, tempera- 
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ments and idiocrasies. Sometimes 
recent occurrences may warp or dis- 
rupt the giving of a true evaluation. 
A recent personality clash or an 
incident not looked upon with favor 
by the informant may cause the in- 
formant to be confused or indeci- 
sive in giving a reference on an 
otherwise reliable applicant. 

Sometimes the applicant may be 
described as unsatisfactory, but the 
informant can’t say exactly why. 
Use your intuition on the informant 
as well as the applicant. If the in- 
formant seems overly biased, con- 
fused, indecisive or lacks knowledge 
of the applicant, the telephone check 
should be terminated. 

We should not take a chance on 
reference checking. The selecting 
of capable, conscientious reliable 
employees is the most important 
service we perform for our institu- 
tion. By doing so we are helping 
to hold costs at a minimum, pro- 
vide maximum service to the com- 
munity and give the best of medical 
care. a 


Frank J. Wenter 
Returns to Clissold 


™ WE ARE PLEASED to announce that 
Frank J. Wenter has returned to 
HOSPITAL MANAGEMENT to take over 
the duties of Vice President and Ad- 





Frank J. Wenter 


vertising Sales Director. His official 
affiliation began on March 31. 
Frank left Clissold four years ago 
to move to California where he was 
executive vice president of Huddle 
Restaurants at Los Angeles. More 
recently he has been vice president 
and general manager of the Hudson 
Publishing Co. at Los Altos, Cali- 
fornia. 
—Walter N. Clissold, publisher 
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elleplaamt? 


You may be doing the same thing—if your custodians 
are using equipment that doesn’t match the size and 
Shape of your particular cleaning chores. 


fere’s where Triple S can help you. Your nearby 
Triple S member is an expert on maintenance equip- 
ment and supplies...stocks everything from wet 








and dry vacuums to automatic floor scrubbers. A 
simple phone call will bring a trained consultant to 
the scene to help you work out your maintenance 
problems. You'll find he has a storehouse of practical 
and valuable information. Call him today! Or write 
Triple S, P.O. Box 2288, San Francisco 26, California. 


STANDARDIZED SANITATION SYSTEMS, INC. Member Firms: 


EAST: Baer Paper Co., Inc., Baltimore, Md. « Baer Slade Corp., Washington, D.C. « Cleaning Materials & Chemical Co., Pittsburg, Pa. 
The George T. Johnson Co., Boston, Mass. + 1. Janvey & Sons, Inc., Hempstead, Long Island, New York, and New York City » SOUTH: 
Buildings Equipment & Supply Corp., Richmond, Va. - Standard Chemical Company, Miami and Ft. Lauderdale, Fla. » MIDWEST: 
Phillips Supply Co., Cincinnati, Ohio, Lawrenceburg, Ind. » ROCKY MT.: American Sanitary Products Co., Denver & Colorado Springs 
E-Z Janitor Supply Co., Phoenix & Tucson, Ariz. » PACIFIC COAST: Easterday Supply Co., San Francisco, Los Angeles, Portland, Ore. 
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CENtRal SERVICE 


by Mary Helen Anderson, R.N., M.S.H.A. 





C.S. and the 


Private Duty Nurse 


Why not develop a 


refresher course on C.S. procedures? 


= FREQUENTLY we hear it said that 
the Central Service Department is 
like a hub of a wheel, with the 
various departments of the hospital 
as spokes of the wheel, together 
making the hospital go around. The 
symbol of the National Association 
of Hospital Central Service Person- 
nel has this idea portrayed quite 
appropriately in the official pin 
which is in a sunburst design, with 
c. s. as the center. The wise central 
service supervisor (and, incidental- 
ly, the wise member of administra- 
tion who is responsible for the area 
including central service) will con- 
tinue to look for ways in which this 
relationship can be strengthened, 
and consequently used to make this 
great hospital “wheel” run more 
smoothly. 


Private Duty Nurse 


One of the spokes of this wheel, 
sometimes overlooked in the time 
of planning, is the one which con- 
nects the central service department 
with the private duty nurse. Too 
often the nurse who is not a part of 
the regular nursing staff is left to 
shift for herself in providing the 
treatments and equipment neces- 
sary for her patient care. While this 
is not exactly the function of the 
central service supervisor to pro- 
vide orientation for the private duty 
nurse, this is an avenue which may 
well be used to establish good re- 
lations with the nurse from the 
“outside,” and of course may well 
contribute to better patient care. 

Take an everyday example. Of 
course, this would not happen in 
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your hospital, but it might in the 
one across the street from you. The 
private duty nurse is asked to pro- 
vide the equipment for performing 
a “cut-down” on her patient. If she 
has not had many cases in this hos- 
pital or if she has not been called 
upon to assist with this procedure 
for some time—which may well be 
the case—she might make a number 
of false starts, and perhaps even 
finish up in a manner far from satis- 
factory. She may have only a vague 
idea about the required care of the 
equipment, and her treatment in 
the event that she does make an 
error, might be far from the most 
cordial! Even the private duty nurse 
who has worked a long time in one 
hospital may frequently be con- 
fronted with situations new and 
different in her experience. 


Refresher Course 


For the central service supervisor 
who is willing to do that little extra 
something as her share in the hos- 
pital teamwork, here is a sugges- 
tion concerning the private duty 
nurse. Why not arrange a little pro- 
gram to which all private duty 
nurses who are consistently as- 
signed to your hospital may be in- 
vited. If yours is a small commu- 
nity, all of the private duty nurses 
in the community might be included. 
Plan this on a night, perhaps, or 
an afternoon following the day tour 
of duty. It has even worked to hold 
a “breakfast club” type session for 
night duty nurses. Call it a C. S. 
Refresher Course, perhaps, or some 
other name that you might dream 





up. Make it as long or as short as 
the interest indicates. .Here are 
some of the things you can do: 

1. Have a tour of central service, 
pointing out changes and improve- 
ments that have taken place recent- 
ly. Take this opportunity to present 
the objectives of the department, 
and demonstrate how these objec- 


‘tives are attained. Show the work- 


ing of the autoclave and explain 
here the value of pre-cleaning and 
decontamination at the area of use. 
This can be a sort of painless way 
of saying, “Let’s clean up the equip- 
ment before parking it in the utility 
room!” 

2. Arrange for a small class room 
to be available to you. Demonstrate 
new equipment and explain why 
you request that it be handled in a 
certain way. It isn’t difficult along 
the way to point out little “gripes” 
you may have, at least concerning 
the use of the equipment. Many so- 
called mistakes in the handling of 
equipment stem from a lack of 
knowledge of the proper technique. 
Explain why it is so important that 
the obdurator and the cannula of a 
tracheotomy tube be matched. 

3. Invite the instructor of the 
school of nursing to participate, or 
at least the person in the nursing 
department responsible for teaching 
procedures. Provide the equipment 
for a “dry run” for a new or re- 
vised procedure. Invite other mem- 
bers of the hospital team as the 
need arises. 

4. Promote questions and answers 
regarding the handling of equip- 
ment. Perhaps there is some special 
problem that needs attacking. If 
your department is responsible for 
oxygen, this subject alone could 
provide discussion material for 
several sessions. 

5. Illustrate the use of requisi- 
tions and record forms used in con- 
nection with central service materi- 
als. Review with the private duty 
nurses the terminology used in your 
hospital. Standardization and uni- 
formity, you should point out, are 
necessary for best patient care. 

6. If possible, provide coffee (at 
least) for the C. S. Refresher ses- 
sion. Develop the best possible rap- 
port with these nurses, and watch 
the results. 


Why 
Some of the objections that might 


be raised to such a program can be 
looked at. “The private duty nurses 


Please turn to page 84 
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ild EVERY COMMUNITY rests upon a triangle of accomplish- 
for ment—protecting its families and assuring their future. 
: The three points of this triangle are the Church, the 
dl School, and the Hospital. 

As a vital partner in community life, local hospitals 
are continuously investigating new ways in which to im- 
prove facilities. In this way, patients are assured of the 
best health care medical science can provide. The use of 
wonder drugs, advanced diagnostic equipment, and mod- 
ern medical and surgical techniques all help toward this 
(at end. 

And hospitals go even further in their efforts to safe- i 
guard community families. Hospital personnel—specialists 
ch in the field of health care—are carefully chosen so that 
their combined skills provide patients with more rapid 
recovery and shorter hospital stays. 

We would like to take the occasion of National Hos- 
pital Week—May 7-13, 1961—to add our congratulations 
to hospitals throughout the country for their contribution 
to the health and security of the community. 
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501 — Insulaire Blanket 







ae yey ee 
EGER CE Es 
pe ee ee ae ae 
RENE SS SS SF ¢ 
Se * ® * 
Pe att 
a8 6€ 58 0h ne * 
eee way: 
ae 69 +4 ot te 
pede eperer 
4 +8 <4 <4 34 
ORE a * 
oh th wh ee ye 
uy: setzt 
ch th og He Ke 
» bay re ee a 


® A BLANKET CREATED especially for 
hospital installations. Made of 100% 
cotton, the blanket is designed to be 
used year-round and is constructed 
of a Cellular type weave. For Win- 
ter, a light sheet is used over the 
blanket, which encloses the many 
thousands of little air cells and 
forms an insulation that keeps body 
heat in. For Summer, the sheet is 
.- removed and air circulates through 
the cells, giving a cooling effect. 
Blanket can be boiled or autoclaved. 
(Morgan-Jones’, Inc.) 


502 — Sterile Suture Packaging 
System 


® A NEW sysTEM that delivers suture 
packets dry in a foil-plastic over- 
wrap. Unused suture packets re- 
moved from the overwrap may be 
placed in sterilizing solution, or 
may be returned to this company 
for resterilizing and repackaging. 
The operating room nurse _ just 
tears it open to expose the suture. 
No instruments are necessary for 
opening the packet or removing the 
suture. A complete line of sutures 
is available in dry packaging in- 
cluding standard tubes, precut 
sterile lengths and needle suture 
combination. The hospital may also 
have the suture packets delivered 
in jars filled with sterilizing solu- 
tion. In any case, the hospital can 
choose the system best suited to its 
needs. (Ethicon, Inc.) 
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503 — Intracannular Cleaners 


® IDEAL FOR CLEANING the inside of 
all types of tubing and cannulae. 
Packed in 50 foot coils, this flexible 
yet tough material can be cut to the 
exact length needed for a particular 
job. The “reaming” principle is 
especially effective in cleaning out 
sticky substances from narrow and 
hard-to-get-at places. The cleaners 
come in 3 diameters: %”, 3/16” 


and 4”. (Edward Weck & Co.) 


504 — Linen Inspection Station 





a 


® THE STATION affords a uniformly 
illuminated work surface on which 
gowns, drapes, pack-wrappers and 
other such surgical linen can be in- 
spected for pin holes, tears and the 
like. Work surface flanges and edges 
are White Formica; apron is White 
Formica with front surface attrac- 
tively interrupted with natural 
birch panel; ends are _ protected 
natural birch panels. Vertical up- 
rights of chrome-plated square- 
tubing frame are equipped with ad- 
justable feet. Overall dimensions 
are 72” long by 36” wide by 37” 
high. Station is equipped with re- 
cessed switch, rapid-start ballast, 
and 6 foot detachable electric cord; 
110V, 60 cycle, A.C. (The Macbick 
Co.) 


505 — Air Purifier with Activated 
Carbon 





™ DESIGNED for hospital rooms or 
any small room area where instant 
air purification is needed. Features 
include 3000 R.P.M. motor; Handy 





carrying bracket; One inch thick 
carbon; 14 foot heavy duty rubber 
covered electric cord; Air volume 
control; Cylinder interchangeable 
with Kleen-Air odor tent cylinder. 
Priced at $79.50 with bracket. (How- 
ard S. Caldwell Co.) 


506 — Easy-Push Ice Water Faucet 





™ THIS NEW easy-push swinging 
nozzle, self-closing metering ice 
water faucet offers up to 25% sav- 
ings in water waste and reduced 
refrigeration bills to institutions. 
Water volume may be adjusted to 
deliver up to a gallon and a half of 
ice water. To operate you depress 
faucet handle with fingertip and 
then release. Faucet delivers the 
preset amount of water and auto- 
matically shuts off. All operating 


parts are renewable. (Speakman 
Ce.) 
507 — Portion Controlled 


Lamb Cuts 





® THIS COMPANY offers two cuts of 
lamb adaptable to either steam table 
or white cloth service operations. 
Boneless frozen lamb leg roasts 
range in weight from 6 to 8 pounds. 
Because they are boneless, every 
bit of meat is servable. They may 
be sliced by hand or machine. Each 
roast is tied, foil wrapped and pack- 
aged two roasts per carton. The 
frozen lamb rings are portion cut 
items packed in 10-pound cartons. 
Highest quality ground lamb is 
stuffed into lamb breasts, frozen 
and sliced into 4-ounce servings. 
The lamb rings hold up well in the 
steam table and are easy to transfer 
from pan to plate. (Swift & Co.) 
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Filling a 90,000 cu. ft. LINDE storage unit—sur- gree 
prisingly compact, because liquid oxygen takes ~ 
about 862 times less space than needed for atmos- - 
pheric gas. Other units are the 25,000 cu. ft. size, 
which fits in an area only five feet square, and a 
3000 cu. ft. cylinder that can be moved by one man 
and replaces 12 conventional cylinders. 
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YOU'VE Got To BE SURE asour OXYGEN 





With hospital oxygen, you’ve got to be sure that 
it’s produced to U. S. P. standards . . . that it’s 
properly stored and handled .. . 

And you’ve got to be sure that it’s there when 
you need it. 

You don’t face problems like these when you 
have a LINDE liquid oxygen system installed. 
Any general hospital from 25 beds up can have 
liquid oxygen. Experienced LINDE representa- 
tives are ready to help in selecting and install- 
ing the equipment you need. You will find that 
liquid oxygen takes only a fraction of the 
storage space required for gas. Highly qualified 


personnel supervise its production all along the 
line. And deliveries are regular and depend- 
able, wherever your hospital may be located 
in the United States. 

Take advantage of more than 50 years of 
LINDE experience in the oxygen business. Call 
your nearest LINDE representative or distrib- 
utor. Or write Linde Company, Division of 
Union Carbide Corporation, 270 Park Ave- 
nue, New York 17, N. Y. In Canada: LINDE 
Company, Division of Union Carbide Canada 
Limited, Toronto. 


Si ite]. | 





e 
& 
“Linde” and “‘Union Carbide” are registered trade marks 
of Union Carbide Corporation. 
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ADJUST LIGHT TO 
ANY BED HEIGHT 
With this... 


Nightingale 
Floor Lamp 


Model No. 406A 

Approved by 
Underwriters’ 
Laboratories, Inc. 


VARIABLE 
HEIGHT 
Adjustment 








This versatile lamp has same height 
adjustment as a Variable-Height Bed 
—treflector is always just the right 
position for patient. Convenient 
plug-in receptacle, 71/. watt night 
light and switches always at mattress 
level. Bulb shield provides soothing, 
reflected light, for reading or indi- 
rect illumination. Ventilated reflector 
rotates full 360 degrees, will not 
twist or break wires. 


100 E. Mason St. 
Milwaukee 2, Wis. 
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508 — Ultrasonic Cleaners 


™ THE FALL IsSuE of Lablog, period- 
ic supplement to Will Corporation’s 
catalog 7, is now available. In it, 
you'll find information on a new, 
all-purpose ultrasonic cleaner de- 
signed especially for the general 
laboratory. Featured also are com- 
plete listings and prices on the 
Beckman DB Spectrophotometer for 
UV-Visible analysis, and the versa- 
tile Potentiometric Recorder which 
converts the DB for true ratio re- 
cording. Other items include: the 
Ainsworth Vacuum Recording Bal- 
ance; the Bausch and Lomb 505 Re- 
cording Spectrophotometer and the 
new Photovolt line operated pH 
meter with attached battery pack. 


509 — Hospital Communications 


™ JOHNSON & JOHNSON has available 
“Vertical Communications Within 
the Hospital”, in quantities up to 
200, without charge. The booklet 
contains much valuable information 
on how to achieve: (1) Improved 
patient care; (2) A sense of be- 
longing, of status, and of dignity 
among the employees; and (3) 
Improved community relations in 
the area served by the hospital. 
On the last page, a list of 48 com- 
munication devices will prove effec- 
tive IF the administrator accepts 
the fact that no executive act is 
complete until (1) provisions are 
made for telling employees what 
they need to know regarding a 
specified event and (2) doing every- 
thing possible to get all involved 
not only to hear the facts, but to 
understand and accept them. 


510 — Hospital Training Film 


® VESTAL, INC., offers this film, en- 
titled “The Big Three’, a 16mm., 
sound, color film depicting on-the- 
job scenes from the housekeeping 
program of the Medical Center of 
the University of Mississippi. The 
film sets forth three basic proced- 
ures of cleaning and asepsis with 
special emphasis on their applica- 
tions to the three strategic areas of 
a hospital, the operating room, de- 
livery room and nursery. A training 
and reference manual is also being 
prepared to be used in conjunction 
with the film for the instruction of 
housekeeping personnel in the effec- 
tive control of infection. 
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511 — Cholesterol Diet Book 


= Tue Wesson Peopte are offering © 
to physicians and dietitians an easy- — 


to-use manual of diet instructions | 
in the treatment of patients with ~ 


elevated serum cholesterol. The © 
manual presents menus, recipes, 
shopping and cooking guidance, ar- 
ranged according to levels of 1,200, 
1,800 and 2,600 calories so that the 
physician need only check the de- 
sired daily calorie level before giv- 
ing the book to the patient. Com- ~ 
plete menus for 10-days, with a ~ 
total of 70 recipes, are included. 


512 — Contract Furniture 


= SEVERAL new chairs and dining 
tables are shown in the Howell 
contract furniture condensed cat- 
alog. The color brochure shows over 
50 illustrations of modern metal ~ 
furniture in the new square tube © 
and round tubular steel frame up- 
holstered chairs and davenports. 
For decorating ideas and furniture 
arrangements the six-page folder 
shows seven color _ installations. 
For better qualification of needs of 
the buyer, there is a coupon printed 
on the cover requesting the type of 
installation, seating and tables re- 
quired, and an address buyer form. 


513 — Incinerators 


= A FOUR-PAGE, two-color con- 
densed catalog illustrates and de- 
scribes the complete Winnen Line 


of smokeless-odorless incinerators ~ 


for heavy-duty use in commercial 
and industrial installations. Included 
are custom-built models, portable 
(standard) models and pre-fabri- 
cated chimneys, with complete 
specifications and list of distributors. 


514 — Sterilization 


= A COMPREHENSIVE BOOKLET con- 
taining 8 authoritative articles on 
the subject of sterilization proce- 
dures and controls is being distrib- 
uted by Becton, Dickinson and 
Company. The 123-page booklet is 
a compilation of the Becton, Dick- 
inson Lectures on Sterilization pre- 
sented as part of the curriculum 
in bacteriology at Seton Hall Uni- 
versity College of Medicine and 
Dentistry. Lecture topics were the 
problems of sterilizing surgical 
equipment, heat, gaseous and chem- 
ical sterilization methods, the con- 
trol of cross infection, skin antisep- — 
sis, new horizons in sterilization and 


the control of sterilization proce- ~ 


dures. 


HOSPITAL MANAGEMEN® | 











NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Mrs. Orpha Daly Mohr 
Secretary-Treasurer 


National Association of Hospital Purchasing Agents 


c/o Oak Park Hospital 
525 Wisconsin Avenue 
Oak Park, Illinois 


he nonprofit organizations and 

institutions in the United 
States today, taken as a whole, rep- 
resent a multi-billion dollar indus- 
try — a “business” larger than that 
of all but a few of the nation’s 
largest manufacturing, financial and 
public utility giants. 

Of the nonprofit institutions, per- 
haps the most important are the 
nation’s more than 3,200 voluntary 
hospitals. These hospitals, which 
have a “plant capacity” of more 
than 423,000 beds (and 70,000 bas- 
sinets) providing care for over 15,- 
825,000 patients a year, have an 
aggregate annual operating budget 
which will total over $3,400,000,000. 

Of this money, approximately 
$1,276,000,000 is provided by Blue 
Cross in payment for services ren- 
dered its subscribers. Other income 
is derived from patients, some of 
whom are able to pay the hospital 
costs on their own and others who 
pay with the assistance of commer- 
cial types of insurance; by income 
from endowments and _ individual 
donations; by appropriations from 
municipal, county or state govern- 
ments to cover welfare patients; and 
the balance by community contribu- 
tions. 

It is this last figure, which is ex- 
clusive of building programs and 
other capital fund-raising programs 
that is the increasing concern of 
hospital trustees, administrators, 
business managers and other con- 
cerned with the vital importance of 
good hospital services in their com- 
munities. 

There can be no question, of 
course, that every voluntary hos- 
pital has a right to call on the com- 
munity it serves for financial help. 
By the same token, hospitals are 
aware that in soliciting and obtain- 
ing this community support they 
assume a very definite obligation. 
This is to assure that by every pos- 
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Can Nonprofit 


Also Mean Nonloss? 


By DeForest T. Whipple 
President 

Hospital Bureau, Inc. 

New York, New York 


sible means, which does not com- 
promise the quality of patient care, 
their operations will result in ef- 
ficient, economical and waste-free 
management. 

Non-profit, in other words, must 
also mean non-loss in the opinion of 
many hospital trustees and admin- 
istrators — or at worst, a deficit 
that is minimized in every possible 
way by efficient, business-like op- 
erations. 

Many aspects of hospital operations 
necessarily involve extraordinary or 
uniquely rigid standards. Sterile 
cleanliness, for example, costs a 
great deal more than the normal 
housekeeping required in homes, 
restaurants or hotels. There are 
many other aspects of hospital op- 
erations that involve standards 
which cannot be compromised for 
the sake of economy, efficiency or 
any other reason. The purchase of 
hospital equipment and _ supplies 
represents a completely different 
and far more complex problem than 
that of almost any other enterprise 
or institution. 

This makes the function of the 
hospital purchasing department a 
highly-technical, specialized assign- 
ment, requiring an unusual and 
valuable combination of experience, 
rigid ethical standards; knowledge, 


training and business know-how. 
Just as important are diplomatic 
talents of a high order to reconcile 
the sometimes conflicting demands 
of physicians, patients, business 
managers, nursing executives, com- 
mercial suppliers, important bene- 
factors and trustees — all with 
widely varying interests and views 
on how a hospital should be op- 
erated. 

These qualifications, as diverse 
and all-encompassing as they are, 
describe the hospital purchasing of- 
ficer. His is a vital role in every 
hospital, regardless of size, and ef- 
fects every department. The im- 
portance of an able, well qualified, 
and _ properly-compensated pur- 
chasing agent as a principal ex- 
ecutive on the administrative staff 
is increasingly recognized today by 
trustees, staff physicians, surgeons 
and administrative executives as 
well. 

To perform this key purchasing 
function properly, many hospitals 
have for years availed themselves of 
the services of group experience in 
the innumerable purchasing prob- 
lems which arise regularly or oc- 
casionally in normal hospital op- 
erations. One of the most efficient 
and effective of these, for the last 
50 years, has been the Hospital 
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Bureau, Inc., formerly the Hospital 
Bureau of Standards and Supplies. 

This nonprofit organization was 
set up originally by a few New 
York City nonprofit or so-termed 
voluntary hospitals to serve them 
in a number of vital functions, most 
of them essential to the purchasing 
operation. Initially, the Bureau was 
conceived and founded as a joint 
buying office whose primary pur- 
pose was to save money through 
quantity purchases of specialized 
hospital requirements. Today, this 
organization serves 324 hospitals 
from Maine to Florida and New 
York to Minnesota. 

This group purchasing principle 
continues to be all-important cen- 
tral objective of the Bureau in its 
services to its member hospitals. 
Actually, the hundreds of thousands 
of dollars the Bureau members save 
through group buying have become 
today only one phase of the many 
equally-important advantages 
gained through membership. 

The rising cost of hospital care is 
only in part the reflection of higher 
prices for the labor and materials 
that a hospital must purchase in the 
open market. 

The other and more important 
portion of this cost increase arises 
from the vast improvement in hos- 
pital care made possible by the as- 
tounding medical and scientific ad- 
vances of the last decade and more. 
The American public is demanding 
and the hospitals must provide the 
benefits of this improved care and 
medical and scientific achievement. 
These advances in patient care and 
treatment are not optional for hos- 
pitals, to be accepted or rejected on 
the basis of economy and financial 
budget allocations. They save lives 
and therefore they are absolutely 
essential, regardless of budget con- 
siderations. 

Thus it is essential that the rising 
cost of hospital care put ever in- 
creasing pressure on hospital man- 
agement to obtain all the savings 
that can possibly be achieved 
through more efficient operations 
which must not in any way com- 
promise the quality of patient care. 

Labor and many other major hos- 
pital costs are largely outside the 
control of hospital administrators. 
This leaves the purchasing function 
as one of the most promising sources 
of sound economies which need not 
impair medical standards. 

Reflecting this fact, more and 
more hospitals appreciate and 
recognize the advantages of Hos- 
pital Bureau membership, and 
more and more member hospitals 


80 


are doing a larger proportion of 
their buying through the Bureau. 
This in itself increases the Bureau’s 
ability to provide substantial sav- 
ings to its members, since it sub- 
stantiates basic principle of group 
purchasing — price is reflected in 
terms of volume! 

Today, Bureau services to its 
members are not restricted to eco- 
nomical and efficient purchasing. In 
fact, as the Bureau grows and de- 
velops, it becomes even more im- 
portant to its member institutions 
because of the other vital functions 
it is uniquely qualified to perform: 


1) Quality control checking and 
testing in accordance with impartial 
specifications on products purchased 
under Bureau contracts. 

2) Stimulation of product-im- 
provements by suppliers in order to 
meet modern hospital requirements. 

3) Development of new sources 
of supply for the special equipment 
and materials required by hospitals. 

4) Education in the efficient, eco- 
nomical use of materials and sup- 
plies in hospital operations. 

5) Continuing market informa- 
tion for the guidance of purchasing 
officers in the buying of food and 
other supplies which can best be 
handled locally by each individual 
hospital. 


In providing these services and in 
providing member hospitals with 
products meeting recognized stand- 
ards at minimum prices, the Bureau 
coordinates closely with available 
Federal government standards, mu- 
nicipal or state requirements, and 
with the industry standards set by 
recognized and_ well-established 
trade associations. 

The end result of all of these op- 
erations is a 50 year record of sav- 
ings to its member hospitals aver- 
aging 10 to 15 percent of the over 
all costs that would be incurred in 
individual buying. 

In 1960 the Hospital Bureau 
through its purchasing incentive 
system of “patronage refunds” to 
members, returned 139 percent of 
dues paid into its treasury by its 
members. This so called “velvet” 
was in addition to the substantial 
yield on the total value of pur- 
chases in the form of substantial 
discounts provided its members off 
the face of purchase invoices. 

It is the long-range objective of 
the Hospital Bureau to bring to the 
attention of the more than 3,000 
voluntary hospitals throughout the 
nation the potentials of group pur- 
chasing, the technical services and 
availability of savings. 2 
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If I can catch him, the hospital won’t 
have to buy fish for months. 


Soft Paper Blankets Bid Against 
‘‘Hospital Disease’’ 


= THROW-Away paper blankets, re- 
placing conventional dust-and germ- 
collecting woolen ones, are a 
Swedish bid for combating the so- 
called “hospital disease” — the 
various infections sometimes spread- 
ing among patients in hospital 
wards. Successful tests have for 
some time been going on at the 
children’s hospital in the city of 
Nykoping under the guidance of 
Dr. Olof Elgenmark. Consisting of 
20 layers of soft crepe paper, the 
blanket is put inside a linen sheet 
cover. It is said to be as warm and 
light as a down covering. When the 
patient leaves the hospital, or at 
regular intervals for long-time in- 
patients, the paper blanket is re- 
moved and put in a sealed bag for 
burning. It is durable and easy to 
handle. While the blankets tested 
contain 20 layers of paper, 10 would 
be sufficient for a summer blanket, 
while 30 layers would make an 
extra-warm one for special pur- 
poses. The paper blanket has been 
developed and patented by Nybo- 
holms Bruk, near Gothenburg, 
where experiments are now going 
on with a plastic-covered pillow- 
case of paper. The cost of the new 
blanket is extremely reasonable, or 
two kronor — 40 cents — for a 
large blanket and 50 6re — 10 cents 
— for a child’s blanket. Even these 
prices may be further reduced once 
the blanket has come into quality 
production. Besides hospitals, hotels 
are believed to be a large potential 
market for the new product. & 
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Survey on Group Purchasing 


W e recently queried state hospital 
associations, as to whether or not 
they have group purchasing organ- 
izations in their areas. Of the in- 
quiries we sent out 25 replied. 


Hospital Purchasing Groups 


States having some form of group 
purchasing are: — California — 
Contact Mr. Melvin Scheflin, execu- 
tive secretary, Association of West- 
ern Hospitals, 26 O’Farrell Street, 
San Francisco 8. 


In Connecticut, we are advised, 
that those hospitals that use this 
form of purchasing belong to the 
Hospital Bureau, Inc. of New York 
City. 


Georgia — The South Georgia 
Hospital Purchasing Group was or- 
ganized in 1959 for the benefit of 
member hospitals in the Southeast 
and Southwest Councils. This group 
is spearheaded and administered by 
R. J. Weinzettel, administrator of 
Memorial Hospital at Waycross. 


Maryland — The Hospital Coun- 
cil of Maryland, Inc., 22 Light Street, 
Baltimore 2, has recently developed 
a group purchasing program. 


Massachusetts — In Boston they 
have a group known as the Hospital 
Purchasing Corp., located at 25 
Huntington Avenue, Boston 16. Mr. 
Parker D. Perry is the executive di- 
rector. 


Michigan — Has a group located 
in the southwest part of the state. 
For information contact Mr. Edwin 
H. Fetterman, executive secretary, 
Southwestern Michigan Hospital 
Council, P. O. Box 169, Hastings. 


New York City has two groups 
— The Hospital Bureau, Inc., and 
the Federation of Jewish Philan- 
thropies. And in Rochester, New 
York, there is a group which is af- 
filiated with the Rochester Regional 
Hospital Council. 


Pennsylvania — The group pur- 
chasing organization is located in 
Philadelphia, and is known as The 
Hospital Purchasing Service of 
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Pennsylvania. Mr. Donald L. Reams 
is the managing director. 


South Carolina — Three hospitals 
belong to the Hospital Bureau, Inc. 


States Considering Group 
Purchasing 


Arkansas — Some of the hospitals 
in the Northwest part of the state 
are giving this form of purchasing 
some consideration. 


California — The Hospital Coun- 
cil of Southern California is con- 
templating developing a_ hospital 
purchasing organization. The person 
to contact is John D. Brewer, ex- 
ecutive director, 4747 Sunset Boule- 
vard, Los Angeles 27. 


Idaho — The Hospital Association 
has discussed the idea of group pur- 
chasing, but at this writing they 
have not undertaken any steps to 
put it into action. 


South Dakota — The hospitals in 
South Dakota plan to start group 
purchasing on a state-wide basis 
within the year. 


Rhode Island — Up to the present, 
there is no group purchasing organ- 
ization for hospitals in Rhode Island. 
However, the Purchasing Section of 
the Rhode Island Hospital Associa- 
tion has appointed a committee to 
look into this matter. 


Washington State — Mr. George 
H. Stone, administrator of Children’s 
Orthopedic Hospital in Seattle, was 
appointed chairman of a special 
committee of the Seattle Hospital 
Council to investigate the feasibility 
of establishing a group purchasing 
mechanism of some kind, within the 
framework of the council. 


No Group Purchasing Plan 


The following state associations 
have indicated that they have no 
such group or form of purchasing at 
this time: Alabama; District of 
Columbia; Florida; Illinois; Kansas; 
Mississippi; Montana; North Caro- 
lina; Oregon; and Texas. a 
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Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 








QUESTION: Can you give us the 
name of the manufacturer or 
distributor of a _ fountain-pen 
type oxygen dispenser, Oxy- 
Hale? 

ANSWER: Controlled Pressure, Inc., 
Box 1933, Erie, Pa. 


QUESTION: From whom is the 
Berens-Tolman Hypertension In- 
dicator available? 

ANSWER: R. O. Gulden, 225 Cad- 
walader Ave., Philadelphia 17, Pa. 


QUESTION: Who makes lity Bitti 
toy animals? Manufacturer is 
understood to be located in Cali- 
fornia. 

ANSWER: Available from Gillman 
Co., 16033 Ventura Blvd., Suite 
112A, Encino, Calif., and Plastic- 
Foam Seal Company, 5906 Noble 
Ave., Van Nuys, Calif. 


QUESTION: Who makes the Ergo- 
graph instrument for measuring 
muscle grip described in Myas- 
thenia Gravis by K. E. Osser- 
man? 

ANSWER: Mr. Fred J. Christensen, 
Watertown, Mass. 


QUESTION: Advise name of the 
manufacturer of flat wooden 
mouth gags. 
ANSWER: Dilworth-Mason Co., Mar- 
tin Rd., Amesbury, Mass. 


QUESTION: Urgently needed: one 
quartz burner for old model 
Hanovia U-V lamp. Will gladly 
purchase from any dealer who 
has one in stock. 

ANSWER: Medical Arts Supply Co., 
1720 W. Van Buren St., Chicago 12, 
Ill.; the Shipman Surgical Company, 
1205 E. Pike St., Seattle 22, Wash.; 
and Murray-Baumgartner Surgical 
Instrument Co., Inc., 1421 Maryland 
Ave., Baltimore 1, Md., all advise 
they have several in stock which 
they will make available for sale. = 
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Hospital Group Purchasing Should Be Selective 


It seems to me that there is alto- 

gether too much continuing con- 
troversy over the subject of hospital 
group purchasing. This, therefore, is 
an attempt to explain how group 
purchasing can be of real value to 
voluntary hospitals. 

Since the main objective of the 
puchasing agent is to get the best 
possible equipment and supplies for 
the lowest possible price then cer- 
tainly, in many cases, purchasing as 
a group should be a practical ap- 
proach to the problem. 


Selective Purchases 


When one considers the multiplic- 
ity of products a hospital purchasing 
agent is charged with obtaining for 
his institution, it becomes obvious 
that he must also make use of all 
proven techniques at his disposal. 
Selective item group purchasing is 
one such successful method. This 
method must be thoroughly ex- 
plored before the purchasing agent 
can truthfully say that it will not 
work in his hospital. 


What Not to Buy 


You will note that I have empha- 
sized “selective item group pur- 
chasing,” for this is the key to in- 
telligent group procurement. The 
group should be just as concerned 
with what not to buy collectively, 
as it is with what to purchase to- 
gether. 

The selection of what to buy 
should not be the sole prerogative 
of an agency staff, but should be 
made collectively by those persons 
in our hospitals who are charged 
with the responsibility of quality 
and price in the procurement of 
equipment and supplies used in their 
hospitals. This becomes a truly co- 
operative effort, when the special 
skills and experiences of hospital 
purchasing agents are utilized ef- 
fectively. 


Agency Staff 


The agency staff should provide 
leadership, and should be employed 
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by Parker D. Perry 
Executive Director 

Hospital Purchasing Corporation 
Boston 16, Massachusetts 


in the task of implementing the de- 
cisions of a Purchasing Committee. 
This properly calls for in-hospital 
research, market research, the em- 
ployment of independent testing fa- 
cilities and policing of product 
quality or services rendered under 
contracts or agreements made by 
the agency. 


Importance of Group Purchasing 


It has often been stated that the 
success of group purchasing, cost- 
wise, lies solely in the ability to 
commit large volume purchases. 
Nothing could be further from the 
truth. 

While volume does, of course, 
have an important influence on the 
prices obtained; even more impor- 
tant, in my opinion, is the observ- 
ance of the following sound procure- 
ment practices: 

1) A determination to work 
and buy collectively. 

2) Buying in accordance 
with a reasonable and practical 
ordering, and deliveries pat- 
tern. 

3) Buying under established 
quality standards or specifica- 
tions, with quality control 
testing of deliveries. 

4) Responsible and ethical 
dealings with the trade on the 
part of the buying agency. 

In general, high dollar volume 
consumables such as fuel oil, food, 
x-ray film, linens, paper products, 
et cetera, are the kind of commodi- 
ties that can be most successfully 
purchased through a group effort. 
But as will be observed by my earli- 
er comment, the “Purchasing Com- 
mittee” does have the experience 
and capability of deciding the most 
logical areas of procurement for the 
particular locality. 

Other important benefits derived 
from group purchasing are the con- 
trol of quality and the knowledge 
gained through the exchange of 
ideas, experience and specially ap- 
plied skills. 

All of these benefits would not be 
possible if group purchasing did not 
exist. 


Savings 


What about savings? I can only 
speak from the experience of the 
group with which I am affiliated in 
Boston, where we have documented 
average over-all savings for our 
members from 11 percent to 20 per- 
cent in the cost of the items under 
group contracts. 


Objections 


I have heard the many objections 
voiced by those opposed to group 
purchasing and by careful analysis 
in the main they are emotional, too 
broad in their context and in some 
instances, just not factual. Ad- 
mittedly, some group purchasing ef- 
forts have not been successful. But 
can we condemn all group purchas- 
ing efforts on the strength of a few 
failures? 


Summary 


I have tried to point out that by 
intelligent study and application, se- 
lective group purchasing can and 
does offer substantial savings and 
advantages for its member hos- 
pitals. 

Our voluntary hospital system is 
seriously challenged. In order to 
survive and continue its high quality 
of service to our communities, then 
those persons charged with the re- 
sponsibility of purchasing for our 
hospitals must see to it that they 
use every successful tool to lower 
cost without sacrificing quality. 
Group purchasing is one of those 
tools. B 


Meetings to Remember 


May 1-3, Tri-State Hospital Assem- 
bly, Palmer House, Chicago, IIl. 


September 28-29, National Associa- 
tion of Hospital Purchasing Agents, 
Atlantic City, New Jersey. Time and 
place will be announced soon. ® 
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Thorough washing with the antiseptic detergent, 
 pHisoHex, is a simple hygienic measure that can help re- 
' duce staphylococcal and other infections if adopted by all 
hospital personnel attending patients. Such a hospital 

procedure has “... proved effective in controlling the 

pread of infection....’"" Routine washing with pHisoHex 

_ Is suggested not only for surgeons, physicians and nurses, 

> but also for nurses’ aids, food handlers and members of 

» the housekeeping and laundry staff. Home.use by sur- 
| eons and nurses augments results still further. 


antibacterial 
ae detergent with 3% 

hexachlorophene 
3 0 2 | 


r all personnel with patient contacts 


“_.. the bactericidal effect of pHisoHex can be attributed 
to the efficient deposition of hexachlorophene as a 
semi-permanent film on the skin of frequent users.”? 
Hexachlorophene is particularly effective against 
staphylococci.* 

pHisoHex is a potent antibacterial, hypoallergenic deter- 
gent with “...a surface tension reducent 40% more 
powerful than soap.”? 


1. Benson, Margaret E.: Am. J. Nursing 7 ar oto ya a Shas: 
H. G.; Webster, C. 9, one See e, M. L.: Brit. M. J. 2 
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are not employees of the hospital, 
therefore should not be considered 
eligible for such an orientation and 
or teaching program.” While tech- 
nically the private duty nurse is 
the employe of the patient (or on 
occasion, of the doctor) she is cer- 
tainly a member of the hospital 
team. She is not permitted-to per- 
form procedures which are not in 
keeping with hospital policy, there- 
fore she is most certainly entitled 
to be made aware of those proce- 
dures. _ 

Someone else may say, “The 
private duty nurse should be a 
member of her alumnae association 
and programs like that are con- 
ducted by her own association, or 
perhaps by her group in her pro- 
fessional organization.” Again, this 
is often the case, but just as often 
the private duty nurse does not 
belong to the alumnae association of 
your hospital, or she may have 
graduated in a distant city, and has 
no opportunity to meet with other 
private duty nurses. 

Lastly, the central service super- 


visor might say, “Why should I be 
the one to initiate such an idea in 
my hospital?” To this we say, as 
we said in the beginning, a program 
such as outlined above is for those 
c. s. supervisors who are seeking to 
render a little over and above the 
regular call of duty. This is sug- 
gested as an excellent activity for 
keeping from being “in a rut” as a 
central service supervisor. There is 
no end to the things that can be 
done to make the department the 
most vital spot in the hospital. The 
program for the private duty nurse 
is just one of these things. Give it 
a try. 5 


Study of Nonsegregated Hospi- 
talization of Alcohol Patients in 
a General Hospital 

Hospital Monograph Series, No. 7. Amer- 


ican Hospital Association, 1959. pp. 50. 
$1.75 


™ A REPORT on a 14-month demon- 
stration program conducted at Mount 
Zion Hospital and Medical Center, 
San Francisco, to determine if a 
general hospital can _ successfully 
treat acute alcoholism without re- 
quiring segregation of alcoholic pa- 
tients or special facilities. HVE & 





Clissold Purchases Drive-in 
Restaurant Magazine 


™ DRIVE-IN RESTAURANT MAGAZINE, 2 
national monthly publication serving 
drive-in restaurant management, has 
been purchased, effective with the 
May 1961 issue, by Clissold Publish- 
ing Company. 

DRIVE-IN RESTAURANT MAGAZINE, 
which will be published as a divi- 
sion of Clissold Publishing Com- 
pany, Chicago, has been owned for 
the past six years by Robert L. 
Cribb, publisher of the Pratt (Kan- 
sas) Tribune. . 

Robert A. Johnson, who has been 
with DRIVE-IN RESTAURANT MAGAZINE 
for the past four years, will remain 
as general manager, in the Pratt, 
Kansas office; printing, circulation 
and mailing will also continue there. 
The editorial department and all 
other functions will be located in 
the home office of Clissold Publish- 
ing Company, 105 West Adams 
Street, Chicago 3, Illinois. 

In addition to HOSPITAL MANAGE- 
MENT, Clissold Publishing Company 
also publishes Baking Industry and 
The Hotel Monthly, and is co-owner 
of Canner/Packer. * 
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Four basic models: Shelf sizes of 18 x 27 in. and 21 x 33 
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with National Sanitation Foundation approved construc- 
tion — sanitary soldering of all exposed seams, 
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Need another pair of hands in your pharmacy? 


Ir YOUR HOSPITAL is as overcrowded and as overworked as 90% of the hospi- 
tals today, you certainly need extra help. What a good many hospital phar- 
macists and administrators do not know, however, is that they can get the 
extra pharmacy help without increasing their operating costs. As a matter 
of fact they can even save money while increasing efficiency. 


@ The McKESSON & ROBBINS Hospital 
Service Representative will gladly become 
your extra man. He is more than a sales- 
man, he is a trained hospital pharmacy 
specialist who can give you professional 
assistance and advice on the many prob- 
lems of hospital drug management. 





Take your drug inventory for example. Large inventories eat up valuable 
time in ordering and maintaining stock levels and crowd your space, but, 
more importantly, they increase your carrying charges, tie up money and 
increase the risk of loss due to deterioration, damage and obsolescence. The 
McKesson & Robbins Hospital Service Rep can help you establish a smaller 
in-hospital inventory based on sound drug levels in keeping with your medi- 
cal needs. He will also help you select drugs produced by reliable manufac- 
turers to meet your demands—and then will maintain your stock levels for 
you. This means the money and time costs of procuring and carrying sup- 
plies will be held at a minimum. A real saving for you. 


With 91 McKesson & Robbins warehousing units across the country, each 
with a Hospital Service Department, you have a local source of drug and 
sundry supplies that is actually an extension of your own storage space. You 
are only a telephone call away from any drug product you might need in 
emergencies, as well as for routine service. Inventory control is but one of 
the reasons why most of the nation’s hospitals depend upon McKesson & 
Robbins for economical and efficient management of their pharmacies. 

We will be happy to send you the name of the McKesson & Robbins Hospi- 
tal Service Department nearest you, or have our Hospital Service Rep call 
on you...just drop us a card, McKesson & Robbins, Inc., Hospital Service 
Department, 155 East 44th Street, New York 17, New York. 


Serving America’ Hospitals... M°KESSON & ROBBINS 
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Do the Aged Really Need Federal Aid? 


The aged do not seem fo be the ones needing help. 
These financial records revealed that the patients over 65 


were actually paying better than other patient classifications. 


by L. T. Servais 
Credit Manager 

Bellin Memorial Hospital 
Green Bay, Wisconsin 


= FOR THE PAST FEW YEARS Or more 
we have all been subjected to the 
oratory of the politicians declaiming 
for further medical assistance to the 
“ aged by the federal government. 

Probably no individual has more 
genuine grass-roots experience with 
the paying ability of the elderly 
than your hospital credit manager. 
As such I had been conscious of no 
greater percentage of hardship med- 
ical expense among the aged than 
of any other age group. 

To a great extent the ability of 
any group to pay is reflected in how 
well that group does pay. The elder- 
ly, I had thought, were paying as 
well as any of the others, until the 
ding-donging of the politicians made 
me curious. 

For the past 23 years I have been 
credit manager of one of three pri- 
vate hospitals in Green Bay, Wis- 
consin. There is no county hospital 
here to take care of welfare cases or 
those, far more of a problem, who 
are not quite poor enough to qual- 
ify for welfare assistance. All three 
hospitals take care of whatever 
patients the doctors send regardless 
of financial status. The matter of 
payment is taken up after the pa- 
tient is admitted, not before. 


The Score 


It was decided to find out just 
how well, or how poorly, patients 
over-65 were paying their accounts. 
The first step was to gather data on 
all of the admissions for the pre- 
vious two years to see what per- 
centage constituted those over-65. 
While we were at it we classified 
maternity cases separately too, as 


we did think that we were having 
more than average difficulty with 
this class. Our percentage ratio (less 
newborns) was as follows: 








Patients 
Over 65 Maternity All Others 
14.6 20.4 65 


Next we classified all delinquent 
accounts of 3 months to 1% years 
of age. The percentage ratio was: 








Patients 
Over 65 Maternity All Others 
9.6 29.6 60.8 


These percentages showed that 
the group over-65 were by far the 
best paying of the three. Their rate 
of delinquency was almost a third 
less than that of the average patient 
under-65 (other than maternity) 
and less than half of that of the 
maternity accounts. 

Next we did a bit of further in- 
vestigating. We went through our 
“dead file.” This consists of a group 
of accounts accumulated over the 
past 23 years on which all collection 
effort has ceased. For adequate rea- 
sons they had become hopelessly 
uncollectible. We classified mater- 
nity and old age accounts, with the 
following percentage results: 


Patients 





Over 65 Maternity 
4.7 25.2 





We did not have a classification 
over the 23 years to compare these 
percentages with. However, the per- 
centages over the 23 years would 
not be greatly different than those 
shown above for the past two years. 
In other words, while oldsters made 
up about 14 percent of all accounts, 
they constituted only 4.7 percent of 


those not ultimately collected. While 
the maternity accounts consisted of 
about 20 percent of all accounts, 
those never collected amounted to 
25.2 percent of the dead accounts. 


Maternity Accounts 


To extend this analysis a bit fur- 
ther, if a hospital were losing 4 per- 
cent a year through uncollectible 
accounts, about 1 percent of this loss 
would be on maternity accounts, 
while a little over 2/5 of 1 percent 
would be on the over-65 group, 
though these accounts average larg- 
er than maternity accounts. 

Maternity accounts have become 
more difficult to collect over the 
past 20 years because of the younger 
age of marriage, and because of the 
ease with which a young couple can 
now get themselves hopelessly in 
debt. 

At least from our findings it might 
seem to be a question as to whether 
the old folks are really the group 
most in need of aid. It must be 
pointed out though that Old Age 
Assistance has played a large part 
in keeping down the losses on those 
over 65. However, this law, as that 
of Social Security, has been in effect 
for the past 25 years. It must also 
be pointed out that Wisconsin, as 
well as most states, has long had 
statutes covering necessary medical 


_ care by municipalities, counties, and 


townships of indigents of any age. 

It might be quite interesting as 
well as illuminating for other hos- 
pitals to make a somewhat similar 
survey to see if the over-65 are 
really the problem that certain law- 
makers depict. We were quite sur- 
prised to find that they were actual- 
ly paying better than any other 
group. We had thought they might 
merely be doing as well. 
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